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REPAIR OF HERNIA OF THE DIAPHRAGM?* 


By CHuartes H. Mayo, M.D 
or Rocuester, Minn 
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he a cle ninetee¢ es ( Vila ( |} ringing he t 4 +2 
Since this report ( t other cases h V < beet )| erved in the ( lit o 


twenty-seven 11 t probable that the total numbet 
would represent ipproximately halt of the actual numl 


first two cases on record were reported by Amb1 e Pare in 16 


1 i 
Her laS OL the iphnragm af’ assinet is congen tal acquired, traul ti 
and indeterminate hirty-seven cases were ot congenital origin from 
detects in the ¢ re ot the diaphragm separating the thorax from the 
LA lr} 1 slar ctr : , { hi co} 4 34 i 
twdaon Lis Iscul Li¢ u ~ i meu! t througnou ILS ( pn 
ery, or tendmous ugnout tS centre, and with muscular contrat ie 
f ¢} — . ‘ lie sacrhht ] ‘ } ‘ ] 14] P 4 
dome « ciap 9 is brought down in the fixed chest, like a piston in 
a gas engine moving wnward trom the inrush of the air into the lung 


within the evlindet ()ne of the causes of such hernia in adults is rupture 


S l 

from a crushing injury, the body being forcibly depressed between the ees 
is from the cay ot dirt banks on the backs of ditch diggers As I 
recall my early practice, some of which was 1n obstetrics, | well remember 
the efforts made to stimulate that first respiration in apparently stillborn or 


dead children lhe efforts were usually successful. vet 1t is easily understood 


how rupture of the diaphragm could occur from such vigorous manipulations 
and how later it might appear that the rupture was of congenital O11 
since the conditio1 not immediately cause s ms 

Krom such efforts at resuscitation, complete atrophy of one or two of 
the leaves of tissue it form the diaphragm might then occur and the 
would appear to be of congenital origin, although occurring at birth t 
is of interest that 1 me of the cases considered congenital no history of 
trauma during life sufficient to cause the defect has been recorded, a number 
of patients living to middle age and some to old age before symptoms develop 
The most common traumatic causes of diaphragmatic hernia are stab wounds 


through the lower ribs, passing through the pleura and diaphragm; a con 
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siderable percentage of such cases have been followed by immediate prolaps« 
of the omentum, and this has led to many operative closures of hernia of th 
diaphragm by exposure on the upper or thoracic side through the chest wall 
Gunshot wounds have been the cause of a number of such hernias. Hedblo: 

attributed war injuries as the cause in 127 of the 378 cases. 

Only a few hernias have been noted as occurring at the site of the natural 
openings. Undoubtedly in many cases a weak point may occur on the left 
side of the cesophageal site in the diaphragm which permits the fundus ot 
the stomach to flop back and forth through this opening without actual! 
becoming a free hernia. ‘The aponeurotic or fibrous structure of the centr: 


portion of the diaphragm is so thin and stretched at this point that it 
difficult to remedy the condition. Although I have noticed the condition 


have not felt that the symptoms were serious enough to warrant surgi 
intervention. On the right side the diaphragm is so well protected by tl 
liver that it is seldom injured, and yet a few cases are reported with prolapsé 


} 


of the omentum into the right side of the chest. These openings may 
small or they may be very large; the lung is contracted and, in the lon 
standing cases, fixed in the upper part of the chest. It is surprising h 


S 


much of the contents of the abdomen can pass into the left side of th 
chest : the stomach, upper part of the duodenum, most of the colon and pra 
tically all of the small intestine and the spleen. The symptoms are vague 
many cases, unless there are attacks of obstruction. In approximately on 
third of the cases reported operation has been performed for intestii 
obstruction and the condition found. Others have been recognized throug! 
careful examination which is greatly aided usually by rontgenograms wit! 
the barium meal or with barium injected into the colon. The symptoms, ther 
over several months or several years may be: retracted abdomen, bulging 
chest, pain, vomiting, tympany of the lower part of the thorax and occa 
sional dulness with displacement of the heart to the right. Often the clinical 
data are practically negative. Small openings have led to partial hernia of 
the intestine with incomplete obstruction and perforation into the che 
with empyema. 

In a case now under my observation (that of an adult with a small hernia 
in the diaphragm) a knuckle of the side of an intestine came through and 
strangulated ; adhesions formed and perforation with incomplete obstructio: 
occurred. The resulting empyema cavity was drained, and later a large 
incision revealed the condition. An attempt at closure on the thoracic sid 
failed and the cavity is still draining. This is a serious condition and the 
operation will be serious as it will mean local sepsis at least and drainagé 
of the abdominal cavity and closure of an inflamed septic hernial opening 
into the empyema cavity. 

Patients with diaphragmatic hernia are afflicted with all degrees of tl 
complaint from slight to the extreme type with total disability and much 
suffering. Their condition may aid in determining the justifiable risk the 
surgeon should assume in operative treatment if the hernia has been diag 
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nosed previous! r has been found during abdominal opet 
exploration. 
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the abdominal contents 
through the hernial open 
ine. The removal of a 


part of th conte 





al 
large hernial sa 
drawing it back into the , ¢ 
abdomen can be com 


plished without difficulty, but very soon the suction power of a vacuum is 
made apparent by the difficulty experienced in withdrawing the remait 
the sac appears to be fixed by adhesion. Certain operators have been led t 
open the chest, the entrance of air permitting the withdrawal of the hernial 


mass into the a 


In operating through the abdomen | found that a moderately stiff rubbet 


1 1 


est along with the hernia before 


permit air to enter, minimizes this tremendous suction and the stomach 
] | 


bowels may be withdrawn without difficulty 


tube passed into th retraction is mad 


[llustration, ) In fact on 


the value of this device I based my choice of a subject for discussion at thi 
meeting. | believe we should have no hesitation in dividing attached parts 


of the omentum that are firmly adherent within the chest. The abdominal 


contents must be well packed off and controlled or they will endeavor again 
to enter the opening during operative procedures he opening can be 


i 
in one suture line with chromic catgut and a double or running buttonhol. 
—_ ~ 


close 


stitch. Balfour found (in a case of railroad injury in 1911 in which he 
operated In IG15) that half of the opening could be closed, then the remain 
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ing half closed at right angles to it, like a capital T. It is not advisabl 


to use abdominal tissue, the wall of the stomach for example, for protectio 
by suturing it to each side of the opening since the stomach will graduall 
dilate the opening and more and more of the hernial sac will pass into t! 
chest. Quite large openings may be closed by enucleation or division of tl 
lower ribs to permit drawing in of the peripheral attachment of the muscul 
diaphragm. In operations of expediency the results have been good; it 
there is strangulation the success of the operation depends, as in all cas 
of strangulation in the alimentary tract, on the length of time and degree 
destruction of tissue. 

If the abdominal route is chosen the diaphragm will be found high, but 
if the opening were made through the chest in the same case, the diaphragn 
will be found low in the abdomen. 

In a case in which Harrington operated closure was made remat 
ably easy by traction and destruction of the phrenic nerves entering 
diaphragm. Contrary to what might be expected, the division of thes 
nerves caused no trouble and the diaphragm was completely relaxed 

The mortality depends on many factors: the age of the patient, the type, 
situation and size of the opening, the degree of obstruction, and whether 
or not gangrene and perforation have already occurred. In the twenty-sever ! 
cases there were five deaths from operation; two of them a considerahl 
time after operation, one nearly three weeks afterward from pulmonar i 
embolism, and one nearly four weeks afterward, from peritonitis. 

{ 
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CHRONIC SUBDI RAL' HAEMATOMA? 
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to the dura. In no area were the clots adherent to the arachnoid. The left cerebral 
hemisphere was compressed to such an extent that the olfactory nerve could be seer ' 
anteriorly, the lateral sinus posteriorly. The convolutions were flattened. the blo: 


vessels thin and compressed while the surface of the brain was of a yellowish-greet 
tint. Careful examination failed to reveal any definite source for the hemorrhag: 
The dura did not appear to be thickened in any area, although its inner surface 
which the more adherent of the remnants of the clot still clung was slightly roughen 
As we wished to preserve the dura for a perfect closure, no part of it was excised 
The bone flap was replaced without decompression. During closure of the wound 
was noticed that the brain 
already expanding and assun 
ing a more normal appearat 

Convalescence was 
eventful. The wound heal 
per primam. Within a we 
the patient was _ practical! 
normal mentally, although 
mind was a blank for event 
prior to a week befor 
admission to the hospita 
Within three months he 
again at his desk and 
remained entirely well 
over two years 

Case IIL—A mart 
woman, C. McC., aged sixt 
seven, was reterred by 1) 
William G. Spiller Se 
weeks ago while washing w 


dows she fell four or five 





from a ladder to the pavement 
Fic. 1.—Case III. Low power of entire thickness through dura striking her head in the 

and underlying clot. The line of demarcation between clot and dura is er ee ; 

easily seen. The area of subdural organization and irregular channels OCC ipital region \ S 


j 


throughout the body of the clot are distinctly visible 1, dura; laceration resulted Ac n 
B, clot. H+ E stain X 10, 
saw the accident, it 

known whether she was ever totally unconscious, but she was able to pull her 
together and walk into the house. She did not seem to be much injured and attet 
to hér household duties the next day. From that time on she complained of sever 
occipital headache and dizziness, but she went about the streets alone and her condit 
was not considered serious. Ten days ago, one of her sons noticed that the right 
of her face drooped. About this time she first noticed that she was deaf. Three da 
ago she vomited after eating, although this was attributed to her heavy meal A da 
later, she was slightly stuporous, her speech was thick and monosyllabic. The next d 
she was profoundly stuporous, although she could be aroused to answer “ yes” and “n 

Doctor Spiller saw her at this time. She was profoundly stuporous, could 
be made to say a single word, and kept her eyes tight shut as though photophobic. S|! 
had a definite weakness of the right face and right upper and lower extremities. Set 
tion seemed normal throughout. The tendon reflexes in the upper limbs were norn 
In the legs the patellar reflex was reduced on the right and hyperactive on the left; th | 
Achilles normal and equal. There was a positive Babinski on the left. The blood 
pressure was 120/70, the blood urea nitrogen normal, while the urine gave a trace 
albumen. The eye and eyegrounds were normal. X-ray films of the head were negativ \ 
A lumbar puncture showed a clear fluid under 6 mm. Hg. pressure; Queckenstedt t 
showed a normal rise. Pulse and respirations were not retarded. 
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was made in the left temporo-parietal region by Doctor Grant. On inspection thi 
seemed deeply bluish-green. The presence of a hemorrhage was then for the first 
realized and with infiltration anasthesia a left temporo-parietal bone flap was turn 


back. The dura was characteristic; tense, pulseless and greenish-blue. On inci 
' 


a bloody grumous fluid escaped. At this point the patient had a violent rigl 


t 


convulsion and his respirations ceased. Under artificial respiration they commen 
again and the dura was widely opened. This membrane was much thickened, espect 
over the underlying clot. This clot covered the entire hemisphere from the frontal 
the occipital poles and extended over into the median fissure and beneath the brat 
; the frontal, middle and 1 
A el eee POR Ssh : terior fosse. It was rat 
‘ ~ firmly adherent to the « 
from which it could 
peeled, and, as it came av 
fine fibrous  trabeculat 
attaching it to the dura 
noted. It was not at 
attached to the arachr 

In its thickest 
directly over the tem] 
parietal region, the clot 
four centimetres thick tay 
ing off to one-half a c 
metre in the _ frontal 


occipital regions. All 





accessible clot was ren 


Fic. 2.—Case III. Low power of area of organization lying below 
dura. The line of demarcation and development of fibrous trabecula 


by suction, but parts 





and blood-vessels beneath dura are easily en. 1, dura; B, clot could not be reached at 
H + E stain X 8o. 5 
base and in the media: 


sure. The brain was so compressed that a large clotted mass was easily removed 


gentle retraction of the frontal lobe from about the left optic nerve and chiasm 
cortex was flattened, anemic, and pale yellow in color. <A section of the thicke: 
dura was removed for examination. Sufficient clot was withdrawn piecemeal t 

six-ounce glass, besides that which disappeared into the suction tube. No definite bli 
ing point could be discovered, but the inner surface of the thickened dura was definit 


roughened and oozed freely. The brain was rapidly regaining its normal contour, w! 
after a careful hemostasis, the dura was closed. The bone flap was replaced and 
galea and skin closed as usual in layers without drainage. 

While the wound healed by first intention, convalescence was very stormy. | 
was extremely restless, disoriented and untidy for ten days. His speech retu 


slowly. A pleurisy and a cystitis complicated the recovery. However, five weeks 


his operation he was sent home and there under familiar surroundings he rapidly regair 
his normal poise. He was forbidden to return to work for at least three months, but 
the end of that period returned to his office. In spite of warnings he overtaxed 
strength, and, following an alcoholic indiscretion, he had a right-sided Jacksonian att 
in his face and arm with complete aphasia. He recovered in four hours, but was 
hospitalized. As lumbar puncture and eye-ground examination revealed no pres 
he was discharged after a week. He then took a sea-voyage and rested for two mont 
During this time, following a fit of anger, he had one period of transient aphasia | 

an hour. He is to rest six months more at least before returning to work. He 

well, has gained weight, seems cheerful and is apparently his normal self, but he 
becomes excited rather easily. What the future will bring forth is uncertain, but it 
seems that the pressure to which his left cerebral hemisphere was subjected has render: 


} 


this region more irritable. Either that or the process in his dura is continuing 
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He stated tha he hemorrhage hes bene th the dura. outside Ta! 
and not under the “ parietal’ arachnoid, a membrane which he show did 
not exist Phat ubdural hemorrhage might occur trom trauma 1 erebral 
vessels, or sudden rupture of a cortical vessel through the pia, or might ever 
occur spontaneously in hemorrhagic, valvul r vascular disease w reely 


admitted. 

and the clinical « 

not believe that l 
Virchow outlin 
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} 
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The dura 


tion of these cap 
active, another 1 
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up ben ath the dut 
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rhage may products 
deposit n of 
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in turn be similar] 
vascularity increa 
and its organizat} 
the condition in wl 
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hematomas of th 
these cysts bv set 
external 


fatal. while small 


However, Virch 


particularly the insane, and not a consequence of trauma 


diseased patients, 


hemorrhage But 


extravasation oO! 


can be thus orgat 


unde rvo the sam 


hemorrhage as va: 


Hzmatoma o 


But fron 


aries follows, and, if the cause 


the histological formation of the structure he describe 
lence of intermission and remission of sympt 
: } ¢ " . 9 o ¢ = P 1. 
ingle masslv¢ hemorrhage had taken piace 


the development of the condition as follows 
1 


mes chronically inflamed as is evidenced by thi 


of fibrin. at times blood-stained, over its inner surtace 


d dural vessels send capillaries into this layet 
for inflammatio1 vail 
undergo organizati 
repeats its lf a very vascular layet of new tissue 
[hese capillaries are extremely thin-walled and irregu 
he subsequet t hemor 


small ecchymotic areas which eventually absorb with the 


| 
pigment; or a massive hemorrhage may occur trom the 
iia 
ipture of many capillaries The clot thus formed may 
rganized with further possibilities of hemorrhage as the 


Virchow distinguished between the fibrinous exudation 


which he termed pachymeningitis interna chronica, and 
h extravasation of blood was the most prominent teature 
tis hem Triavica Phe blood filled cysts he t¢ rmed 
ura lhe replacement of the hemorrhagic contents of 
u hygroma of the dura) he recognized as a type of 
lus large extravasations he considered were always 
nes might regress 
how was describing a condition he had seen in chronically 


ere is no reason to believe that if a slow subdural 


od forming beneath the dura in a chronic wasting diseas¢ 
( that the hemorrhage following a slight trauma cannot 
rocess and retain the same potentialities for se 

ularization of the clot occurs 

the dura resulting from trauma has received but scant 
erature. Putnam and Cushing * have prepared the most 
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important recent communication. They show excellently well by micr: 
photographs the variations in structure between the subdural clot subsequent 
to trauma and that due to a chronic condition. The principal differenc« 
these two types of clot is in their subdural structure. Against the arachnoid 
the enveloping surface is thin and covered with a layer of mesothelial cells 
in both instances. But in that area next the dura the clot formed followi 
trauma “is more dense and composed of organizing granulation tissue cor 
taining large mesothelium-lined spaces containing blood and fibrin’ whi 
appear to anastomose with each other and with the capillaries. In th 
respect the membrane 
the traumatic haemator 
seemingly differs f1 
that of the commor 
described pachymeningit 
hemorrhagica interna, 
which the thin-wall 
vessels are enormou 
and no mesothelium-lin: 
spaces are seen. Suc! 
pachymeningitic m¢ 
brane may _ possil 
give rise to haematoma 
which symptomaticall 
and in the gross reset 
ble the post-traumati 
variety.’ 


But whatever tl 





underlying — patholog 


Fic. 3.—Caee Ill. Section between well organized subdural are ' . 
vadiens iat ondankint alan Nature of b od spaces in clot ar | their may be, whether the ‘ 


a 2S otnln X gee dition results fron 
chronic inflammation of the dura in the course of a wasting disease 
as a result of trauma, the clinical picture is exactly similar and the tr 
ment is surgical intervention and evacuation of the clot. It is interest 
ing to speculate as to the possibilities of an underlying weakness in 
hlood-vessel walls in these cases. The trauma which apparently initiates 
the condition may be so insignificant that it seems almost inconceivable t! 

it could cause the rupture of a normal vessel. Chronic alcoholism seems 
be a favoring factor in the production of this condition as pointed out 
Kremiansky,* although Kasemeyer* and Bowen® attach little importancs 
to it. 

But even in the traumatic cases there must be very different types of rea 
tion on the part of the dura to the underlying clot. In Cases | and II her 
reported, the dura did not appear grossly thickened, only slightly roughen¢ 
here and there with small fragments of clot attached to it. All the rest « 
the hemorrhagic material gushed out suddenly and escaped as soon as the 
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tered. Albuminuria and an occasional rise in temperature were seen it 


Cases [ and Il. A slow pulse was not a constant finding. Only in Case | 


did the Rontgen-ray film show evidence of fracture. Retinoscopic examin: 


tion showed evidence of pressure in two of these three patients. 


The treatment of this condition consists in removal of the blood clot 


This is best done by decompression or reflection of an osteoplastic flap 


Occasionally, as in one of the cases reported by Putnam and Cushing, 


simple trephine over the location of the lesion with the introduction ot! 


a brain cannula ma 
result in the evacuati 


of fluid content of tl 


clot with apparently pe: 
manent relief of sym 
toms. Lumbar punctur 
has been reported 

effecting a successful ri 
duction of pressure 
suspected instances 
hemorrhage, although 
these cases the actu 
presence of a clot w 
not confirmed. ( 

tainly lumbar pu 


ture is not to be pr 


of the bloody fluid 


insertion of a cannul 


directly over it or to con 
plete exposure and 


moval of the clot by 





Fic. 4.—Case III. Showing position of operative flap. 


properly placed osteoplas 


tic flap. Although we 


did not resort to it in the cases here reported, the making of a decompres 


sion at the base of the flap would seem to be a wise precaution to tal 
care of the cedema of the brain and consequent rise in intracranial tensio 
which may follow the sudden relief of pressure due to removal of t! 
hemorrhage. It is this subsequent acute cedema of the brain which apparent! 
was the cause of death in many of the fatal cases reported in the literatur 
This may in part be prevented by inserting drainage for a day or two. bi 


if pressure signs develop it seems useless from the experience of othe: 


observers to re-elevate the bone-flap or to attempt to relieve the tension 


s? 


i 


ferred to direct drainag« 


through a_ trephine 


lumbar puncture. Putnam suggests the use of hypertonic solutions by mout! 


and vein on purely theoretical grounds because other methods were unsu 
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ROOT SECTION UNDER LOCAL ANESTHESIA FOR THE RADICAL 


CURE OF TRIGEMINAL NEURALGIA MAJOR 
(TIC DOULOUREUX)* 
By Wicuram T. Coucuun, M.D. 


or St. Louts, Mo. 


To BEGIN with, | am quite willing to grant that there are individu 


who cannot be successfully operated on at all, even for most trivial or mit 

conditions under local anzesthesia; and furthermore, it is my very firm opi 
> _0n that there are some surgeons who w 

|| never excell in the performance of ope 
tions under local anesthesia, nor even i 
administration were it only for the n 
insignificant procedure. 


There is, however, a large and iner 





\ ing number of men, particularly you 
\ ( \ T RQ men, who have seen pet fect local a 
S \ 4 \ ‘ Fe 
< YY a. wowing — thesia as it can be produced. It is 
S . 5 i , 
) ms Me ~ " -/ however, particularly to these that | wi 





a ‘“y # to address my remarks. It is rather 
\ 


. wl \' , , — , 
P ww" se those who are still in doubt of its advai 





\yn'” qi" tages that my experience with the met! 
\ , 
\ - - 

: Wyn mav be of some benefit. 


\nyone who has successfully perforn 


——') novocain, t.e., who has carried it throu 
from beginning to end and perform 
operation with satisfaction to himself 
without inflicting any pain or suffering 
his patient, and has also performed 

‘\, same operation under general anzsthesi 
— must have noticed several points of dif 
nd Pg Py yl e up ard ence in the general and local operative 
— post-operative phenomena. 

Among these, in operations on the brain and its membranes perhaps 
of the most striking is the effect on the blood-pressure, or, if you will, 
us call it shock. Now the advocate for general anesthesia will quickly r 
that “if the general anesthetic is administered as it should be, it does 


increase the shock.” My reply to that is that it has been very conclusi\ 


T) 


proved that such a statement is not based on experimental research on 


lower animals or on clinical observation, for it is well known that tl 


* Read before the Southern Surgical Association, December, 1920. 
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Ci, any operation under local anesthesia wit! 
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( 

















<elen 


prolonged administrati 


ood pressur©re, al 


fall in | 


novocalhn subcutaneously 


such result. 


Another remarkable 
method possesses er gen 
one knows how vascular 
of blood loss from. the 
scalp wound would do 
well 1 reflect that Cush 
ing thought so seriously 
of it that he devised a 


CTION | DER LOCAL ANAESTHESIA 

i] me ot ethe Pas yvel or ethylene. 5 
Be Bie | 

id it ha een shown that the administi 

n such dos s required has produ 

dy intag tl l | ( 1 idrenali ; 
eral anzsthes List Ihe mn hemor h or 

the scalp 1S ind S wh doub he s¢ S 





tourniquet to aid him in 
its control. ()thers have 
spent time enuity 
in constructing clamps 
etc for the same pur 
pose. Many Su CV Cs 
are on e market here 
can be no questior t its 
seriousness. C1 has 
very clearly shov how 
blood loss increas« hock 
and any safegu for 
prevention of | SS 1S . ' 
an added protecti the 7 } ' 
patient, “ i : : 
Three drops « al en a | : 
alin solution 000 ) y 
added to eacl ( of \ 
the novocain solution. _ | 
blanches the t1 1es to 
such an extent that only the larger vessels bleed when cut or torn. Th k 
of oozing permits thes to be quickly caught and tied. The novocain-adrenalin 
applied tO the dura as | apply ) does awa\ entirely with the bleeding 
which accompanies the separation of the dura from the bone and ws 
a clear field, without the interminable sponging and the unavoidabl 
oft-repeated traun above all, without accompanying blood loss 
\gain the use i local anzsthetic permits the operation to be performed 
with the patient in sitting position [his in itself lessens the « 
in the scalp, skull, and bra We have been much influenced s 
It can be demonstrated by placing the patient in the horizontal or 
sitting posture while the wound is still open but such an apparent 
should require no demonstrative pr ot. 
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The sitting position for this operation has its advantages other than thi 
prevention of blood loss. The operator and his assistants operate without 





ee bending over the wound—a safeguat 
/ against infection. The level of tl 
me 5 \ 
\ wound can be brought exactly int 
} \ 4 : 
\ the horizontal plane, and in that ou 
M \ a ; 
vision 1s more acute and more accu! 
than in any other. 
j ° 
| { It is true that some, not mai 
mya \ operators perform this operation 
der ether with the patient in 
6 We upright (or nearly so) positio1 
) This operation, as 1S true of otl 
7 operations within the cranium, n 
be prolonged, and those who 
, ae seen many know it can be blood 
( would not care to keep a patient u1 
Fic. 3.—The tissues to the bone are infiltrated - . et 
hate Gr tos of mw with I per cent nov cae ether for a long period OT time 
in normal saline, freshly made, to which three drops a en he ‘iol “a: 
of 1-1000 adrenalin have been added to each ounce maintain the uprig it position. { 
Now one inch away and on either side from the h: ned th; he TA | 
zygoma upward for a little over one inch, all the lappened that the operation hac 
tissues are infiltrated with '% per cent. novocain- be disc . d 3 he c liti 
adrenalin solution. With a needle four inches long ve Ciscontinued Owing to the cond 
I find the point of exit of the third division just as rot} — | . a — ; 
for alcohol Injection and here I dey osit § c.c. f the O! t 1¢ patient, anc Suc h a pal 1¢e1 
stronger solution. +* . 
cite wae he lives through the operation, aft 


his suffering, disappointment and pain, either continues to have his neural 
or he undergoes another operation, which is not so good for surget 

Again, it has happened that a part 
of the nerve has been overlooked at 
operation under general anzsthesia. 
This is not nearly so likely to happen 
under local anesthesia for once the 
cave of Meckel is opened pain can be 
excited by touching the crescentic 
edge of the ganglion with a probe as 
long as any sensory fibres remain un- 
cut. We have never had to re-operate 
but once. In that case I wished to leave 
the upper third of the fibres, accord- 
ing to the method of Frazier, but | 


left more than I intended and the 





disease returned—and in the upper — ao oe 
G. he aottec Ine ike at 
division as well. ee ee ene Se Fassia | 


The post-operative sequel are not ‘* 7¥8°™4. 


more frequent under local anzsthesia, as far as I can learn, but I shall when 


the series is larger make certain on that point. 
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ROOT SECTION UNDER LOCAL ANAESTHESIA 


Patients who have high blood-pri 


ssure somet 


mes have this 


i 


; ' ' Te 

have had several plethori persons with systolic blood-pressures ranging 

185 to 230. For such it is customary to advise deep injections of alcol 
instead of the radical cure by root section. Bu 1 all this had al et 


done twice or ofte1 





proposed 1ncisi 
patient 1s givel 

the morning 
before and light 


a \ *] 
elven 


not toierated, 


restlessness rat 


drowsiness, no hy 
given. It, howev 
well tolerated, 1/20 
hyoscine hydro 
with % grain mor} 
hydrobromide 


subcutaneously one 





before operatior 
Sometimes these patients have acquired a tolerance for morphine, and in 
these the tolerance is ascertained and such a dose gi) 


ven as will just produc: 
drowsiness he mbination so used has ne\ 


but I have had serious consequences 1n a minor operation with % grain 


r yet caused me any regrets. 


morphine and 1/150 s opalamine. I always try it out first. 


The patient sits up either in a dental chair or on a table that can b put 


in a chair position Such chair or table can 








ir be quickly let down to the hori 
zontal or even Trend lenburg position if necessary. Some patients faint or 
hence thei = ith regard to the anesthetic hefare ; in after) the 
Cnange their minds with regard to the anesthetic betore (or even aft { 
operation has begun. I never insist on continuing under local anzstheti 
the protest of the patient. 
After the field is prepared, iodine-alcohol method, the towels and sheets 
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are draped over the head and down over the body and chair to the floor on t! 

side to be operated upon; a slit in the centre of the sheet lies over the lin 
of incision ; the sheet is carried up from the field over the head and then awa 

from the patient on the opposite side like a sort of tent-flap. This allows fr 

access of air to the patient and excludes the nurse and the physician (regula: 
anesthetist ) who are always present to watch the condition of the patient 

to be available should th 

be needed. 

The line of the incisio1 
is indicated by scratchir 
the skin. I now us 
vertical incision, or some 
times one inclined slight 
forward and upward, ha 
ing found it preferable 
that described in my fi 
communication, It reac! 
from the zygoma upwat 
or upward and a littl 


forward for 2% to 


inches, and the lower « 
is about a finger-breadt! 
in front of the ear. 
The tissues to tl 
bone are now infiltrat 
along the line of the 
cision. I use I per cent 


novocain in normal saline, 





freshly made, and each 


Fic. 6.—The opening in the skull is low down and about the size — i ~ . 
of a half dollar. Pledgets of cotton to which threads are attached ounce contains 3 drops 
are used for separating the dura from the bone When the bleeding m mm | 
1 ; 1¢ ¢ . 1 , TO 
is severe In one spot, the pledget is left in and the yperator works I L000 acdre nalin. In tl 
elsewhere for a while. The pledgets are soaked in '% per cent ¢ : F a 
novocain, to which the drops of adrenalin have been added to ot this and one 1m 


every ounce. 


away on either side | 
ject from the zygoma upward for a little over one inch infiltrating as befor 
all the tissues. For this | use only 0.5 novocain-adrenalin. It is wel! to 
as much of the solution as possible under the periosteum over the area 
bone to be removed. This is done before making the inciston and preferably 
with the strong solution. It can be easily done if the needle is inserted frot 
above downward tn the planes of the surfaces of the temporal and the zvgomati 
fosse. With a needle four inches long, I find the point of exit of the thi: 
division just as for alcohol injection, and here [ deposit 5 c.c. of th 
stronger solution. 

The incision is now made, and any bleeders caught and tied. The fas 
temporalis is cut in the line of the skin incision, and in addition it is freed 
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\ 


from its attachment to the zygoma his last is done with a scissor _ after 
having carefully lifted up the overlying skin and fat and up-going branches 
of the seventh cranial nerve to the frontalis muscle. These branches might 
easily be cut while one is cutting the temporal fascia free soma. 
for they lie very close to the outer surtace | ut it torw ird 1 he S 


is enough and backward 
about inch [ have 
never done the operation 
without the transverse cut 
in the fascia. The prope 
exposure cannot lye ob 
tained 

lhe edges are now re 
tracted and the lower mat 
gin of the temporal muscle 
found The lower fibres 
for 1 inches are cut 
awav trom their origin 
and the periosteum and 


overlying muscle are loos 


ened and carried forward 
together. Good retraction 
is made, so as to expose 


the lower part of the 
squama and the wing of 
the sphenoid above the 
zygoma A hole is now 
drilled and enlarged with 
a rongeur The bone is 
removed well downward 
quite to the bass Che 
area of the opening need 


never be more than that 





of a half dollar about 


Now begins the task 
of separation of the dura 
This is never done with 
an “elevator” of any kind. 
The dura is often so thin in places that only the inner layer is present and 
this tears very easily. The suggestion of Tiffany long ago “to separate th 
dura from the bone with a pledget of cotton grasped in a bullet forceps” ] 
have acted upon. We use cotton pledgets of two sizes, large—about as thick 
as the thumb and about one inch long, and small about the thickness of the 
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little finger and also about one inch long. Each pledget is tied around wit 


strong black-linen thread, the two ends of which are left long, at least sever 


inches. These threads hang out through the opening in the skull, as 
pledgets are left in situ to control oozing, and having the threads long 
black prevents the leaving of one within the cranium. The cotton pledgets 


wet with the 0.5 per cent. novocain-adrenalin solution and grasped it 


ordinary, rather long, dissecting forceps. If the patient complains, the pledg 


very wet, is gently placed at that point and allowed to remain and anoth 








’ Anesthetic Chart 
Ae $ is : F kept up until the dura 
ain deo ; 24 , 
—_——- Antic fen. freak & TA 7 Samet. =f In. —— entirely separated as 
c __Anenbetic . Narcotic Ufhle =z MMe wkd Goa “ ; 
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there is much oozing 





g Uibeestaist 


real bleeding one of 
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ive] ise] 18 tween dura and bone « 








| r trols it and the oper 





other point for a 
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Remarks 
dura is torn, | do 
pe ae 4 “4 utmost to repair 
i ) . 
ne Ns a once using mattress 
Fic. 8.—Blood pressure chart. This chart n the back of the sutures. 
ordinary opera n sheet 
a When the  forar 


spinosum is reached the middle meningeal artery is found At first we o 
had to stop and use much of the 1 per cent. novocain on pledgets here, 
also when we had reached the foramen ovale. Since we began to us 


deep injection of novocain outside the skull at the exit of the third divisior 


have not noticed any protest on the part of the patient while dealing wit! 


the artery. 
Sometimes one can use a blunt feeler and discover the direction of 
canal through which the artery enters the skull. If this is once learned it 


very simple to make a little peg (I use a bit of an applicator). These pegs 


are pointed a little at one end and are never more than about one-third 
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2 ae | _._ tampon to find a dry 
"| AM MAK AMAR eo KK KK | but he soon learns that 
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point is attacked. This 


larger pledgets packed | 


we} se - — —-—--— turns his attention to sor 


at first on removing su 


or five tampons within tl 

















THE IMPORTANCE OF RONTGEN EXAMINATIONS IN THE 
DIAGNOSIS OF FRACTURES OF THE SKULL 
By Apranam Troeti, M.D. 
AND 
Per Hotmsrrom, M.D. 
OF STOCKHOLM, SWEDEN 


FROM THE SURGICAL CLINIC OF THE SERAFIMERLASARETT, STOCKHOLM (DR. TROELI 


lr 1s quite true, of course, that the serious prognosis associated wit! 
fractures of the base of the skull is not so much to be ascribed to the fractut 
itself as to the lesion of the brain; the disastrous effect is the result of 
sudden, marked increase of the intra-cranial pressure, largely caused by thi 
hemorrhage accompanying the fracture. Nevertheless, clinical experien 
shows that even injuries to the head, not clinically diagnosed as tractures, 
but only looked upon, for example, as a contusion of the head complicated 
cerebral concussion (commotio cerebri), may give rise to very prolong: 
and troublesome sequels. This is particularly the case where the surgeon 
attendance, in considering the injury to be of relatively mild nature, permit 
an early discharge of the patient and allows him soon to resume his usual 
work. This is emphatically brought out by the social accident insurance—as 
an illustration it may be mentioned that out of 152 cases of cerebral concu 
sion, compensated by the Swedish State Insurance during 1918-1920, no less 
than 9, or nearly 6 per cent., have had to be granted for at least some 
rent. In writing out certificates it is a poor consolation—and in many cases 
surely quite unfounded—trying to convince the patient and oneself that 
has “merely” been a question of a traumatic neurosis in consequence of 
many a time a brief and, as it seemed at first, rather an unimportant inju 
It is our definite impression that many, perhaps most, of these for a long 
time persistent and symptomatically very varying post-traumatic troubles 
are due to the fact that the injury from the outset has been anatomical] 
of much more serious nature than the usual clinical examination has give: 
reason to believe. In recent years we have had the opportunity at the Sera 
fimerlasarett—thanks to the great courtesy and help from the rontgenologists 
(Professor Forssell and his assistants) to verify this supposition by supple 
menting the clinical findings with Rontgen photographs. For it has beet 
shown by these that even in cases where otherwise evident symptoms have 
given no reason at all for suspecting fracture of the skull, such lesions nevet 
theless occur in head injuries much more often than can be establish 
by purely clinical methods. Rontgenology, therefore, has also here, as it 
fractures on the whole, proved its great importance as an aid to diagnosis. 

The following account is a tabularized summary of serious head injuries 
(except gun-shot and kindred injuries) for the period April 1, 1922, to 
December 1, 1926, admitted to that part of the surgical department at thi 
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contusion § arn pression without oncus 1 t+ the 

] lec 1 4 144 ] fF | ‘ . ; 
mciuded, allt qaition tnose cases oOo rie CO wusioOn W 
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Te , f , 
nature as to ca r Rontgen examunati or th 
ness we have also included cases of fractura thece cranu 
(all other tractures concern the base ot the skull ) 

Below will be submitted. for the sake otf clearness a tabulate 
oft the results Optained altter mquiring il tre linical reports 
question hom OT j i nrdgel ! j f Vive Mada i Gari ; 
sel Oul helow ! {Pol orau [} jl om | pridal pIS 


1 ‘. Ca 
vit T I4 ¢ 5 Q Cast 
2. Cer ( 11d 1! 15 « 
2, Cerebr 1 2 « I { 
4. Cereb 7‘ } cast 
s. Fracture é 7 é ( I< 
6 Fr ( eC f ‘ f 
i( O03 « 
I 
3. 
R t t 
7 
lt HS ( ellent account three tactors are given as absolu 
n favor of tra of the hase 1. Fall from some height 
obtained head injury. 2. Bleeding from the ear (or possibly nose 
3. Facial paralys \s other valuable symptoms are given: 4. The 
brain substances ( or nose. 5. Cerebrospinal fluid from eat 
6. Secondary hemorrhage in the cutis of the eyelids or in the su 


subcutaneous fracture of the skull 1. Direct and indirect p 
2. Displacement and abnormal mobility 3. Hemorrhage (ot 
diagnostic importance ; frequently the only symptom) trom ear, n 


or subcutaneously 1. Escape of cerebrospinal fluid. 5. Alterat 


cussi0o1 6. Rontgen ‘Lassen sich auch die Schadelbrache n 


dassell 
Fraktur Veranderungen im Radiogramme, so bringt uns dass« 
anderen Fallen eine willkommene Bestatigung der Diagnose uw 


sehr genau Form und Verlauf der Bbruchlinien”” (page 6). 


Rontget 


s ‘ 1 3s f ‘ 
e erkennen, und fehlen auch in vielen Fallen von klinisch fes 





TROELL AND HOLMSTROM 


In the light of these statements appearing in text-books—and in view 
of the general impression probably formed, on the whole, by hospital sur 
geons regarding the frequency of fractures of the skull—-our figures fror 
the Serafimerlasarett would seem to deserve due consideration. Rontg 
has unfortunately not been employed in as many cases as might have beet 
wished.t In the first year (1922) it is lacking in no less than &5 per cent 
in cases of cerebral concussion; in the subsequent years in about 50 per cent 
The investigations have made it quite clear, however, that fracture of 
base of the skull is of far more frequent occurrence than can be established 
purely clinical examination. Out of all cases rintgenologically examin 
rog in all, fracture of the base could clinically, without Rontgen, be « 
sidered definitely certain in only 7 cases (injury to head plus bleeding fro1 
ear plus paralysis of N. VII or VI; in only one of these cases was Rontge1 
negative). In 21 cases of cerebral compression, clinically diagnosed, the: 
were no less than 17 with a fracture visible under the Rontgen-rays (11 
these had in addition to compression symptoms bleeding from the ear, n 
or mouth). In 56 cases with a clinical picture of cerebral concussion ther 
were II fractures (5 of them had bleeding from the ear, etc.). And 


14 injuries to the head which showed no signs of intracranial complicatio: 
there were 5 fractures. In the material under review, therefore, Rontget 
has shown itself an exceedingly valuable aid to diagnosis; thanks to tl 
fracture of the base was detected in no less than 17 of 21 cases (rat 
1: 1.2), clinically diagnosed as cerebral compression, and in 11 out of 
(ratio 1: 5), clinically diagnosed as cerebral concussion. 

It stands to reason that at least some of the more or less persist 
symptoms occurring after severe head injuries are due to some orga 
injury—fracture—of a kind not definitely demonstrable by ordinary clit 
examinations; and so, even should the diseased condition itself have had 
relatively short duration. It is therefore of considerable importance, not | 
in regard to the generous compensation liabilities guaranteed by the st 
social accident insurance in injuries through accidents during work, to suppl 
ment the examination of head injuries by Réntgen, even should the sy: 
toms otherwise indicate no more than a cerebral concussion or compressi 
and even should in severe trauma symptoms of some of these intracrat 
complications be missing. 

t The chief reason for not examining a case under R6ntgen has had nothing 
with it being considered particularly mild. It has heen more connected with the 
sity—from want of accommodation—to discharge the patient as soon as pi 
further treatment at home or elsewhere. 
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EXPERIMENTAL SURGERY OF THE CESOPHAGUS 
SOME FACTORS AND END RESULTS 
By Grorce L. Carrincron, M.D. 
or Durnam, N. ¢ 
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partial success by this route is probably the best known example. But 
extreme difficulty of avoiding a tear in the pleura and the difficulty 
‘cruising ” sufficiently to handle the pathology adequately will no d 
prevent its great development. ‘This last difficulty was probably respor 
for Lilienthal’s failure to obtain a lasting success. 

A number of approaches have been tried for cesophageal work. In 
neck an incision along the anterior border of the sterno-cleido-mastoid mu 
gives a fairly satisfactory approach from either side. In the chest the 


intercostal incision popularized by Torek, with the addition of adjacent 1 


cutting near the spine when necessary has been the one most frequent! 


employed. A number of surgeons, however, prefer the posterior mediast 


route as we have said; while a few, of whom Von Mikulicz? was first, | 


tried an anterior approach, dividing or removing the sternum. Kumm 


Rehn, Levy and Lilienthal all seem to favor an extra-pleural operation 


dogs a long intercostal incision has been employed for the most part—usu 


in the eighth interspace. The incision may be made on either side. I ha 


usually gone in on the right side because it gives a good exposure wit! 


the heart’s interfering with the operator, and | think, without the operator’ 


interfering with the heart quite so much. 


Biondi as early as 1896 had opened the left pleura, incised the diaphragm 
a part of the stomach into the thorax, resected a portion of the cesophagus, « 
lower stump and anastomosed the upper segment to the stomach. Dobromy 


working in Tomsk in 1901, performed a successful intra-thoracic suture of the ces 


eus. He used two rows of silk sutures. Mikulicz in 1904 resected four centimet: 


of the lower end of the cesophagus, made an end-to-end anastomosis, mobilized 
cesophagus, transposed the suture line to the abdomen through the hiatus in th 
phragm, and sutured the diaphragm to the cesophagus above the anastomosis. Thx 
lived six weeks. In 1913 Omi,* in South Manchuria, reported seven out of 
successful anastomoses of the cervical cesophagus; and of five intra-thoracic cesopl 
gastrostomies three showed intact suture lines, though two of these died. He used 
sutures in three layers—the first through the mucosa, the second through the n 
and adventitia and the third through the muscle. He thought the anastomosis suffix 
reliable for use in man, if dog work is applicable to the human. Laird F. Kroh, H: 
P. Brown, and Harry Bailey working in the University of Pennsylvania Labor 
reported in a paper read before the Deaver Society in 1913, but not published, the 
cessful performance of six out of six end-to-end anastomoses of the cervical cesop! 
They had first performed four unsuccessful operations, using two layers of contit 
sutures. In the six successful operations that they performed they used three la 
of interrupted sutures. The first layer included the mucosa only, the second laye: 


in muscle and adventitia, and the third consisted of a row of stay sutures t 


» take 
tension off the other layers. They also made the observation that the stricture at 
site of operation decreased as time went on. The dogs were sacrificed at interva 


59 to 120 days. 


Sauerbruch® after a long and discouraging effort to perform a successful end-t 


end anastomosis decided that it was impossible to do so by suture, but he did suc 


ten times out of thirteen in anastomosing the cesophagus to the stomach by meat 


a Murphy button. He laid great stress upon the necessity of preserving the m 


careful asepsis in the thoracic cavity. 


Miller and Andrus* operated upon eighteen dogs, using a modification o 
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GEORGE L. CARRINGTON 
5. Inferior extrathoracic cesophageplasty by use of a portion of the tra 
colon. 
6. Inferior intrathoracic cesophagoplasty by use of the stomach 
7. Inferior extrathoracic cesophagoplasty by use of a tube of the anterior 


the stomach. 

8. Inferior extrathoracic cesophagoplasty by use of a tube of the greater cur 
of the stomach. 

g. Inferior extrathoracic cesophagoplasty by use of the first horizontal 1 
the duodenum. 

10. Posterior thoracic cesophagoplasty by the use of skin flaps. Reconstruct 
half of the circumference of the cesophagus with fascia has been done by Ka 
and Neuhof. 

1. Cervical cesophagoplasty by use of the sheath of the rectus and _ perito: 

2. Cervical cesophagoplasty by use of the fascia lata. 

Torek’ has been firmly of the opinion that for carcinoma the whole cesop 
should be removed. His successful case had this procedure, as did also the late: 
reported by Eggers.” In both of these a gastrostomy was done, the tumor-hbe 
portion of the thoracic cesophagus resected, the cardiac stump inverted and the 
stump brought out through the neck on the chest. Many of the methods devis« 
experimenters in their efforts to remove the cesophagus aseptically have been inge: 
Levy“ did a gastrostomy, passed a tube with a thread down the cesophagus, d 
the viscus in the cervical region and then by means of the thread invaginated the 
portion into the stomach. Kelling, 1902, did very much the same kind of thir 


pulled the cesophagus out through the neck instead. He made an incision the 
and freed the cesophagus, did a gastrostomy and resection of the lower cesophagus 
the abdominal side, plugged up the lower end of the viscus and then pulled it out thr 
the neck incision. Ash, 1912, did much the same thing, but used only two incis 


one in the neck and one in the abdomen. 


The question of drainage has given rise to a variance of opinion. Air 


tight drainage has been demanded by some surgeons (Kuttner, M: 


Tiegel, and Mikulicz) while some, among whom is Sauerbruch, clos 
without drainage. Of course, after resecting any dirty viscus with char 
for infection rather high, most surgeons want to drain. But the diff 
of maintaining drainage and lung expansion, too, is practically insurmount 
in dogs and in humans requires special equipment. Keeping the lu 
expanded is of the first importance, for the pleura appears to be much 
subjected to infection in the presence of a pneumothorax than when the lu 
are fully expanded. In dogs the lungs should be distended to fill the 
cavity before the thoracic wall is closed. 

Our initial attempts at suturing the cesophagus were made in the cet 
region. An incision was made along the anterior border of the ster 
cleido-mastoid muscle, the carotid vessels and vagus were pushed m 
wards and the cesophagus lifted out of its bed. In one dog a longitud 
incision was made in the viscus. This was closed with two lavers of int 
rupted sutures and healed nicely. Then in another dog a longitudinal 
a transverse incision were made. ‘These were closed as in the first dog 
two rows of interrupted Lembert sutures, and these healed nicely. 
second dog upon which we attempted a complete transverse section o| 
cesophagus survived for 37 days before he was killed in a dog fight. 
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that dog, the cesophagus after being delivered was clamped with two K 


clamps, a row of interrupted silk Lembert sutures was placed all the way 


around the cesophagus, which was then cut between the clamps. The sutures 
were drawn tight and the clamps carefully released and withdraw: Phe 
sutures were again drawn tight as the clamps were removed, and this time 
were tied. Another similar layer of interrupted silk Lembert sutures wer: 
placed outside the first row. Each suture included muscle and adventitia 


The neck wound was cl 


sed tight and the dog made an uneventful recovery 





It was the only successful case obtained by that technic. The other dogs 


1 


developed either a fatal mediastinitis or more frequently a sloughing cesopha 
eus that failed to hold. 


Later we modified this method of anastomosis and included tension 


sutures as a result of the work of Doctors Kroh, Brown, and Bailey, which 
was called to our attention through the kindness and interest of Dr. J. § 
Sweet. All the anastomoses reported in this series were performed essentially 
according to the following technic: 


After delivery of the cesophagus the surrounding tissues were packed off 


by warm moist gauze he cesophagus was encircled by two narrow tapes 
placed about two inches apart These tapes were drawn tight enough to 
prevent noticeable leakage through the lumen, but not tight enough to 


damage the muscular coat. In the portion of the cesophagus between these 
tapes a small incision was next made, or a Luer needle was inserted into th 
lumen, and either through the incision or the needle a solution of some anti 
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septic was injected—mercurochrome 220, a weak iodine or a chlorine solu 
tion. After the lapse of what was thought to be sufficient time for tl 
sterilization of the lumen the cesophagus was divided in this supposedly sterile 
area. ‘Three points on each cut end of the cesophagus were caught 
each equidistant from the two other points on the same end, and joined 

an interrupted suture to the corresponding points on the opposing cut 
These sutures were tied and temporarily left long, to serve as traction point 
The first suture row was then placed by connecting each of the three p 

by means of a continuous over-and-over suture through all layers of th 
viscus. On each side of this first row of sutures other points were select 


equidistant from one another on the circumference of the cesophagus. Thi 


corresponding points were again joined, but this time by interrupted Lembet 


J 
> 


sutures through the muscle and adventitia only. These three suturé 
tied and the ends again temporarily left long for traction points to facilitate 
the placing of the second row of sutures, which consisted of interrupt 
Lemberts through the muscle and adventitia. After this row of sutures ha 
heen placed and a water-tight suture line obtained, the tapes were remov 
from around the cesophagus and a row of tension sutures inserted. ‘These 
consisted of six interrupted Lembert sutures through muscle and adventitia, 
each suture taking a long bite of tissue. These sutures were drawn only 
sufficiently tight to relieve the tension on the first two rows. Thus thi 
anastomosis consisted of (1) a row of continuous sutures through all coats 
of the ceesophagus, (2) a row of interrupted Lembert sutures through muscl 
and adventitia invaginating the first row, and (3) a row of six interrupt 
Lembert sutures through muscle and adventitia to relieve tension. All sutur 
ing was done with the opposing ends fully dilated in order to minimize th 
production of stricture. In the neck the external wound was closed loosel; 
In the chest a strong air-tight closure was employed. 

The cervical cesophagus was the site of operation in eighteen dog 
the above technic. Of these nine were successful. They were sacrificed at 
intervals of from seven to four hundred forty-one days. Only two wet 
sacrificed under three months, as we wished to see the late end results 
Of the nine failures, two were poor operative risks, and one had a poor 
septic operation as a result of anzsthetizing and operating team mishaps 
One of the poor risks died the day of the operation. The other failures 
died at intervals of one to six days after operation. Most of them had a 
partially or totally divided cesophagus, and an extensive cervical infe: 
often with an associated purulent mediastinitis. 


The thoracic operation was performed upon nine dogs. Of these thre 


were successes and six failures. The three successful dogs were sacrific 
at intervals of 54, 76, and 126 days after operation. All six of the failures 
had an empyema thoracis. These six unsuccessful cases died at intervals 


of one, two and three days after operation. In some the suture tine was 
intact, while in others the cesophagus was sloughing at the site of anas 
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tomosis. his variation was found in both the cervical and thot 
tomoses. At times there would be an apparently pertrect anastomosis 
1 


rounded by a foul collection of pus, while in other animals we have 


cesophagus pulled apart in an area showing far less extensive signs 


tion. Whether this variation was due to difference in blood supply of the 
cesophagus, to difference in invading organisms or to other factors vy 


not know. 
The end results in the successful cases were remarkably good \1] 


twelve dogs at the time of sacrifice were in excellent condition—evet 


sin ‘ “y ~ 4 ’ 


oF, 





Fi 
killed at the end of seven days. The routine feeding after operation was a 
quart of milk a day and all water desired for ten days. Then for thre 


weeks they were given a diet of soft food without bones or hard crusts 
After that time they received “ house diet ” in the dog pavillion. When th \ 
began to receive solid food it required several weeks for them to learn to 
chew it properly. At first they would swallow the food pretty much whol 
and when it lodged in their cesophagus they would regurgitate it and then 
try again. Gradually, however, they learned to chew bread and bones 
small pieces before attempting to swallow them. Still later as the anas 
tomosis probably stretched they were usually able to swallow rather larg¢ 
boluses of poorly masticated food. \ll the dogs handled the problem, 
though, and those that were kept for six months to fourteen months stayed 
decidedly tat. 

Of the twelve specimens removed only one showed a marked stricture 
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This one (No, 7) had a stricture that would just admit the terminal phala: 
of the little finger. Yet as | have said above, this dog was able to stay 
excellent condition, and 119 days after operation was well nourished. T' 
condition of this dog was interesting in other respects. At the time 
operation a note was made that the musculature of the cesophagus wa 
unusually tender and did not hold sutures well. The specimen at sacrific: 
showed in addition to the stricture five ulcers in the mucosa at the sit 
anastomosis, and from each of the ulcers projected a piece of the silk sutu 
used. The mucosa furthermore was markedly discolored and had a distinct! 
greenish tint. If we had known of this beforehand, it would have been 
interesting to wait a while longer and to have seen what would have been 
the course of events. None of the eleven other specimens showed a1 
discoloration. Most of them had slight stricture formation, but in some th« 
site of anastomosis was almost indistinguishable from the adjoining tissue 
Most of the specimens had one or more marginal ulcers about the site of 
anastomosis, though three specimens showed perfect healing. From 
ulcer found there projected a piece of the unabsorbed and unabsorbabl 
suture material used. One of those showing perfect healing was sutur 
with chromic catgut. 
DISCUSSION 

There are many factors involved in cesophageal surgery. Tension 
infection are among the most important. No extensive resection can be 
without some plastic substitutive operation. Tension sutures help whe: 
anastomosis is made. Sterilization of that portion of the lumen of the 


cesophagus that is to be the site of operation is of benefit. Without a tap 


or some form of pressure on each side of an incision in the cesophagus, 


saliva from the mouth and gastric contents will be emptied into the wound 
In the neck, leaving the external wound open helps to prevent infections that 
damage the anastomosis and that burrow into the mediastinum. Strictures 
need not to be feared. The specimens here shown are conclusive evidenc 
that good anatomical and physiological results are obtainable. Our impres 


sion is that silk sutures are superior to chromic catgut for this work, eve1 


though they result in ulcers. The catgut does not seem to hold long enough 


constantly, and clinically a piece of silk suture protruding from an ulcet 
could probably be removed through the cesophagoscope without great 
culty. The blood supply of the cesophagus is poor. That is no doubt partly 
responsible for what at times appears to be caprice in the obtaining of 
results. That factor, however, cannot be greatly altered. Infection is in ou 
opinion the problem the solution of which will do most to obtain the “ Open 
Sesame ” for obtaining a constant high percentage of good results. W: 


of the opinion that before thoracic cesophageal surgery is satisfactory a su 


cessful chemo- or bio-therapy, probably an immunological one, will have to 


be worked out. Possibly an air-tight drainage operation with suction t 
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keep the lung expanded will be of use until that time. The prevel 
pneumothorax and the closure of the chest with the lungs fully expar 
now most important, tor without doubt the pleura is more subject to inf 
tion in the presence of a pneumothorax his belief about the 

of infection in thoracic work is founded not only on this series of « 
ments, but upon a late series £ also, in which mobilization of the st 


into the chest was done with great care about ase psis. Ina lar 


these animals (dogs) no hollow viscus was entered. but many of the dogs 





notwithstanding died of empyema thoracis ur present knowledg« 

pleural infectior small lor instance, a few vears ago in a laboratory it 
which | was working, two well-trained surgeons had performed a large series 
of lobectomies o1 Ogs. hey did them in the same laboratory with the 


same technic, but about eight months apart. The first surgeon did not los 
a dog and the second did not save one It was not a matter of epidemi 
distemper or mange either. But it was one of infection. Whv?2 None of 


us could say. 


I. End-to-end anastomoses of th cesophagus vield an uncertain per 
centage of succes 

2. When the operation is successful, the anatomical and phvsiologi 
results are food 

Done in the Laboratory of the Medical School of the University of North ( 
lina, but not reported 
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3. Any marked stricture at the site of operation can be avoided by doing 
the anastomosis with the viscus fully expanded. 

4. Unabsorbable suture material is probably more satisfactory than « 
gut, though resulting in the formation of marginal ulcers. 

5. Scrupulous asepsis is of the first importance in the chest. 

6. The prevention of pneumo-thorax at the closure of operation 
essential, 

7. The development of efficient chemo- and bio-therapy for the control 
pleural infection would do most to make operations in this field returt 


constant high percentage of successes. 
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to disclose how little’ we really know about the physiology an 
of this gland. In many ways our knowledge of thyroid malignan 
plete The true incidence of the disease in relation to total p 
goitrous population, nodular itre, al geographical goitre belts 
been worked out; the mortality rate 1s unknown; the etiological 
of heredity, pregnancy, trauma, ection, and hyperthyroidism, | 
| be established; the histology is still under discussion; the effect 
H radiation is a debatable point ind methods of treatment are \ 
conflicting. \1 ( throu the Hippocratic process of accu 
reporting, there | idually accuniulated a body of fact which is 
negligible and wl ffsets to an appreciable degree the undeniable 
cies in our knowle ( 
The se records ive been rendered accessible and significant t S 
} careful analyses summaries which have been made from time t 
able students of the subject he most comprehensive reviews are t 
Ehrhardt (1902 Muller and Spees« 1906), and Wilson (1921 
In his paper, in which he added 290 new cases to the I14 
reported, Wilson remarked upon the paucity of material from this « 
and urged clinicians to bring forward for the common advanceme 
, results of their experience. In what literature has been available t 
have found report since Wilson’s paper 432 cases, the majority 
have been contributed by surgeons and pathologists. With the 14 1 
reported from the Montreal General Hospital, the total numbet 
reviewed in this per is 1876 
Not only have there been additional reports since Wilson's pay 
decided advances in our knowledge of the subject have been mad 
| more striking of the newer conclusions will be briefly indicated 
Pathology \lthough many writers (Herbst, Graham) include 
sarcoma in their reports, Ewing is doubtful whether its existence 
fully established. Zeckwer reports a case of fibro-sarcoma which 
haps help to settle the dispute; in his specimen, he states, the fib 
demonstrated histologically by accepted methods of differential stain 
( The growing disbelief in “ benign metastasizing goitre”’ was st 
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ened by Delannoy and Dhallium’s conclusion from an analysis of 72 


so classed, that few, if any, of the cases had been proved to be beni 


This view is shared by Simpson, who urges that, since there is abund 
proof of the non-existence of “ benign metastasizing goitre,” the term sh 
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Montreal General Hospital 


be dropped. Further support for this attitude is found in the writi1 
of Berard and Dunet, who, with a logic that is typically French, maint 
that, even though it is not demonstrable, the primary lesion must be 
thyroid gland. 

Graham undertook a review of a large series of malignant cases 
in the hope of finding better criteria for the histological differentiatior 
benign and malignant neoplasms. ‘The classical evidence of malignat 
namely, local infiltration, modified cell structure, and karyokinesis, he bel! 
to be inadequate in the diagnosis of certain thyroid neoplasms. The stril 
observation was made that, by the test of freedom from recurrence, eithet 
local or metastatic, 43 tumors which had been classed as malignant, but 
which no invasion of blood-vessels by tumor cells had occurred, prove 
be benign. On the other hand, invasion of blood-vessels was found in ever 
case which exhibited in its later course clinical evidence of malignant 
ease. This led Graham to conclude that vascular invasion was the n 
pertinent histological characteristic of a malignant thyroid neoplasm, and 
the most constant single indication of malignant disease was the invas 
of blood-vessels by tumor cells. 

Endothelioma must be given a place among the malignant neoplast 
of the thyroid, and current conceptions have been enlarged and _ clarifi 
by De Quervain’s clinical and pathological study under the name of “ Stru 
Maligna Endotheliomatosa ”’. De Quervain believes that this tumor alw 
begins as a localized lesion in the thickened wall of an old cyst. 
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True metastases must be distinguished from carcinoma in lateral “ abet 
rant’ thyroid tissue, instances of which have been reported by Greensfeld 
and Bettman, Kamsler, and others. 

Therapy.—tThe value of radiation in malignant thyroid disease is a sub 
ject of much discussion at the present time. The opinion of Oehler, that 
the diagnosis of malignant goitre may be verified by the absence of thi 
tracheal shadow in X-ray plates, has been shown to be unreliable by Klosé 
and Hellwig, who quote as authority the writings of Pfeiffer. 

Schaedel’s belief that thyroid carcinoma is sufficiently radio-sensitiv: 
make exposure a “therapeutic test’ has not been widely supported. 1 
statement is that proper exposure of a true cancer to X-rays leads to softe 
ing and diminution in the size of the growth in from two to three weeks 

Sarcoma in the thyroid was found by Schaedel to be particularly resistan 
to X-rays, but Perthes considers the outlook here to be as favorabl 
elsewhere. According to Schaedel, the primary tumor is more sensitive 
radiation than are the metastases arising from it. 

Holfelder and Sudeck both state that thyroid malignant neoplasms show 
greater radio-sensitiveness than do other malignant tumors; and Breitne: 
believes that adeno-carcinoma of the thyroid is more susceptible to radiat 
than are the other varieties of thyroid carcinoma. 

Sudeck, DeCourcy, and others believe that, whenever a clinical diagnosis 
of malignancy has been made, operation should be withheld and_ radiatior 
alone employed. Perthes, however, speaking from a very broad experien 
recommends radiation as an adjunct to surgical treatment, and in this view 
he is supported by Holfelder, Werner, Holzknecht, and others. 


ANALYSIS OF FOURTEEN CASES FROM THE MONTREAL GENERAL ELOSPITAI 


Incidence.—The records of the Goitre Clinic at the Montreal Gene 
Hospital (1920-1926 inclusive) cover 16087 cases of goitre, of which 612 
were operated upon. Of these 612 cases, 346 were of the adenomatous tyj« 
Fourteen cases were malignant, that is 0.8 per cent. of the total numbe1 
cases, 1.8 per cent. of the operative cases, and 3.1 per cent. of the adet 
matous cases operated upon. These percentages agree fairly well with thos 
of other goitre clinics. 

Age.—The youngest was fifteen, the oldest fifty-nine. The average ag 
was forty-three years. There were more in the sixth decade than 
any other. 

In Wilson’s series a majority were found in the fifth decade, and Breit 
points out that in his series of 103 cases 75 per cent. had passed the age 
greatest physiological activity of the thyroid and sex glands. 

Sex.—There were twelve females and two males, a ratio of 6 to 
Most writers agree with Wilson that the ratio is more nearly 2 to 1. Breitne: 





had 62 females and 41 males, an unusually high percentage of males. 
Considering that, in the 346 cases of nodular goitre operated upon in out 
clinic, the females outnumbered the males by 9 to 1, there seems to be « 


518 











~~ 


_— 





Three cases ha 
in the family the 
in his series o 


thyroid disease 


j [ ij 
S ment rie 
as h r beet 
occurred both 
writ ire p 
tonsillar intect 
/ {Vil 
and e ot tl 
erowth which 
Dui } 
was found in al 
Was e€1evel ( 
only four cas 
lhe term 
and Liebault, a 
is an ngly 
(One of our case 
Pri tS [ 
ence of thyroid 


~~ 
Jt 
- 


In the other tw 


Or not the re ha 


1 


H re lit \ 


T¢ 


ng pregnancy, but that simple adenomas often be 


iNANT DISEASE OF THE THYROID GLAND 


r proportion ot male goitre cases develop malig: 
r cent. of males, 3.8 per cent. of females ) 
history of goitre in ancestors was absent 11 
latives with goitre. Of other forms of malig 
were none 1n our series. bLreitner mentions tout 


3 Cases, and W olfl tells OT the occurrence 
two brothers. 
oht of the twelve women in this series had beet 


1 
yvomen ecome pregnant, however the Mmportalt 


1 : 1 | 
ical tactor requires caretul examination \\ 
nay we expect a paren Vmatous enlargement 


4 ) ] 
tim In Breitner’s pap however, there is 
+] , { f +} slional . { 1 
tHe OLSet O! eC mMlainlgnal4e seems to Corn ( 
‘ nc ». ] f ‘ 11 
Speese and Brown also quote Kautma 


rrel-Bellard, De Quervain, Speese and Brown 
ent in the history of mai ases. ‘The infectio 
he thyroid itself and in distant regions, and th 
ularly insistent upon the frequency of nas 


uma is mentioned fairly constantly by Europea 


ises here reported trauma preceded the develops 
few months (No. 943). 

[hyroid Swelling An increase in the size of t 
ie fourteen cases of this series. The aver: 
he minimum one month, the maximum forty 


the swelling existed for more than one year 


ute cancer ’’, used by Craver (who quotes Ew 


Bowman), designates those rare cases in wht 


d suffocation threatens within a few weeks 


been placed in this class (No. 943). 

ng Thyroid Tumor In support of the pre 
rr in most cases of mah 
e number of authorities can be cited—Speese at 


Balfour. Berry. Walton, Graham, Klose at 


Balfour goes so far as to state that cancer is pra 


eveloped in a previously healthy thyroid gland 


roid cases originate in a pré 


preexisting goitre was elicited in I2 cases ot ou 


cases it could not be determined from the histor. 


been an earlier lesion. 
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Of the twelve definite cases of preéxisting goitre, five were thought 


have been of the adolescent type and seven of the nodular type. Our feeli 
is that all of these cases were primarily endemic, secondarily benign a 
nomas, and finally malignant. 

There is, however, considerable evidence in favor of the development 
carcinoma in the normal gland. Ewing admits its possibility. Hinte1 
stoesser’s seventeen cases of diffuse infiltration and the — well-know: 
peculiarities of the scirrhus group provide a basis for the claim on pur 
pathological grounds. The clinical studies of Walton, Breitner, and othe: 
include cases of primary cancer. Breitner believes that, in eleven of | 
cases of carcinoma, the thyroid gland was previously normal. The majori 
of his cases were males in the fourth decade, with a tumor history of 
four months’ duration. Fuller data will probably show that this prima 
type of cancer does occur, but that, in comparison with the number of « 
nomas which arise in previously existing lesions, its development is very 1 

Pain.—None of the cases in this series complained of either local 
referred pain. Breitner and others mention painful sensations in th 
tribution of the cervical sensory nerves. 

Emaciation occurred in three cases. Unlike other cancerous growt! 
thyroid malignancy is rarely accompanied by emaciation, In estimating 
rate of failure of nutrition, it is necessary to bear in mind the fact 
hyperthyroidism may also be present and, as in our cases, may be the « 
of considerable loss of weight. 

Nerve Lesions—One case showed paralysis of one vocal cord. This 
believed to have been due to interference with the recurrent laryngeal n 
Walton reminds us that this may result from a benign tumor. In 
of Schaedel’s cases there was partial motor paralysis of one arm. 

Deformity of the Trachea—l\n six of our cases the trachea was sh 
by X-ray to be deviated from its normal position. In three cases it w 
narrowed from side to side. Records of tracheal invasion with hemor 
and pneumonia are presented by Bland-Sutton and Muller and Spees« 

Dysphagia was a symptom in one case. Wilson believes that in 
early stages it is due to spasm and in the later stages to pressure. Breitne1 
found dysphagia present without dyspncea or hoarseness. Berry points 
the rarity of this symptom in innocent goitre. He observed dysphagia 
often in those cases in which the malignant process was situated in 
posterior part of the gland. 

Interference with breathing occurred in six cases. Breitner found tl 
to be the commonest clinical symptom. This embarrassment to normal 
piration must be distinguished from the dyspncea which accompanies exert 
in cases of hyperthyroidism or cardiac weakness. In thyroid malignar 
the dyspneea is due to compression and fixation of the trachea or to cedet 
and invasion of the larynx. 

Rapidly growing thyroid tumor was observed in four of our « 
While there is a wide difference of opinion as to what constitutes rapid 
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Graves’ syndrome, The final diagnosis of this case is still in doubt. T! 
tranquil post-operative course and the fact that, two years and one mont! 
after operation, the patient is still alive and well, make it seem probable that 
the morphological picture has led to a false conclusion. Ewing is the autho: 
ity most often quoted for the statement that the symptoms of Graves’ diseas 
may appear during the development of a malignant tumor and _ that 
characteristic hyperplasia of Graves’ disease may go on to malignant growt 
Herbst, however, failed to find one case of cancer in 5867 cases of exop! 
thalmic goitre. 

There were two other cases in our series which exhibited a slight laggi 
of the upper lid and a widening of the palpebral fissure, but in neither cas« 
was there a.stare or exophthalmos. 

Point of Origin of the Malignant Process—Klose and Hellwig are suy 
ported by other European writers in the statement that malignant chang: 
originates more often in the right lobe than in the left. 

Metastases were noted in four of our cases. They occur perhaps m 
frequently than one would conclude from reports; in 14 of Breitner’s 
they were missed clinically and detected only at autopsy. In our cases thi 
all occurred in the tissues or lymph-nodes immediately surrounding th 
thyroid. 

Recurrences took place in four of our cases. This is a common expe 
ence. In three of these cases a previous operation had been perfor: 
elsewhere. 

Invasion of Blood-vessels —Al\though in this clinic the invasion of bl 
vessels has been looked for only since the appearance of Graham's art 
it has been demonstrated in four of our more recent cases, one of which 
since died. The gross invasion of large vessels has, of course, always beet 
recognized, and Breitner includes seven cases in his series. 

Other venous lesions are (1) venous stenosis and thrombosis (Craver 
(2) venous invasion where the tumor capsule is intact; and (3) ver 
invasion by a histologically benign tumor (Ewing). 

Clinical Diagnosis —Only six of the cases included in this report wer 


diagnosed clinically (four advanced), a percentage corresponding with t 
given by other observers. Some solace is found in De Quervain’s statement 
that, “when malignant degeneration exists in a well-encapsulated goitr 
clinical diagnosis is out of the question.”’ Balfour’s statement, that 
majority of cancers develop deep in the gland and not at the surface, als 
accounts for many failures. Balfour’s observation coincides with our ow! 
experience. 

De Quervain points out that, in a non-pregnant patient past the age 
thirty, rapid growth in a goitrous nodule should arouse suspicion. Walt 
stresses the irregularity of outline, the increase in consistence, and th 
development of signs of hyperthyroidism, but Klose and Hellwig think that 
the mass need not be nodular, and Friedland describes a series of carcinomas 
without any enlargement of the gland. 
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MALIGNANT DISEASE OF THI HYROID GLAND 


There is, of course, no difhculty in diagnosing a tumor whi sTOWS 


rapidly, 1s fixed and hob-nailed, causes pain, and is associated with glandul 
enlargement; but the writings of Kocher and Berry suggest that few clini 
cians have the refinement of diagnostic skill necessary to detect the ear] 
cases or to determine whether or not there is malignant chat 
nodules. Undoubtedly, were the examination of patients less perfunctory 
more cases would be recognized or suspected betore glandular metastases 
had occurred. 

With regard to local recurrences, we now take the view that a nodul 
developing in a lobe upon which a previous enucleation resectiot beet 
performed, with negative histological findings, should 


nant until proved otherwise 


Diagnosis at ration was made in two of our cases. 


diagnosed hist 
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and two were overlooked by the pathologist and recognized late 
rences lhe importance ot skill and vigilance in the microscopical 
tion ot all tissue 1 moved can not be ovet estimated, and, alth« ug 
] : 4 ] 1 ] 
of omission at mmission do occur, the progress of histologica iaenosi 
1s decidedly in tl rection | greater efmncen 
Differential | nosis.—Berry, De Quervain, and Kraus, agree that the 
i. a lic eS See ee Ta eras | oe 
most ad cult cl \ lmerentiation 1s that between thyroid malig 
chront LITT USE t] vroiditis. In the la er conditiol there 1S 1 dense. u ly 
hard swelling, of moderate size, generally unilateral at first, but so 
ing the whole glan lhe gland moves treely on deglutition, is usually som«e 


what fixed to the trachea, nearly always painless, and practically without 
symptoms he two most important differential points are 1) the si tl 
ness of the surface of the gland, the normal shape being retained, and (2 


the early waxy pallor of the patient (myxcedema). Dysphagia 1s 


Tertiary syphilis may be excluded by the clinical history and the 
Wassermann test 


Tuberculosis is rare. In its nodular form the foci undergo softening 


and form abscess¢ In one of our clinic cases, a woman with an enlarged 
thyroid, indurated glands in both posterior triangles, and an elevated basai 
metabolic rate, malignancy was suspected \ resected lymph-gland was 
shown to be tuberculous, and the thyroid nodules on resection were found 


to be simple adenomata. 


Worthy of note are those cases cited by De Quervain of old cystic goitres 
with thick walls, in which hemorrhage or metastatic infection had occurre 
In the absence of fever or leucocytosis, immobility in a tumor and a 


recent increase 1 ize should, in patients over forty, raise suspicions 


malignancy. 


f 
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To Trotter we owe a pertinent discussion of the differential di 
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between carcinoma of the cervical cesophagus and thyroid gland maligna 


He states that in cesophageal cancer there is first weakening of the v 


secondly, enlargement of the thyroid gland due to induration of its poster 


surface; and thirdly, cesophageal symptoms. <A case observed at the 


treal General Hospital in 1923 supports this view. A man, aged fifty-ei 


was forced to give up his occupation as an announcer and interpreter in 


cinema on account of loss of voice. Physical examination revealed a 


enlargement of the thyroid gland and cedema of the vocal cords. Bat 


films of the cesophagus were negative. He failed rapidly and died, and 


autopsy a small carcinoma was discovered in the cesophagus, with metasta 


about the larynx and in the thyroid. 

We are indebted to De Quervain also for the following remark in re: 
to differential diagnosis: “Operation must never be delayed until all 
signs of malignancy are present, because the aim is not diagnosis, but 
The prognosis in malignant goitre is favorable only so long as the gro 
is within the capsule of the goitre, and malignancy must, therefore, be 
pected rather than diagnosed.” 

Treatment.—Opinions on treatments are very varied. Iocher states 
a “ really early ” operation will cure from 8o to go per cent. of cases, but 
value of this statement depends upon what is meant by “ really ear! 
salfour and DeCourcy think that, if a clinical diagnosis can be made, t! 
is little hope in operation alone, and advise radiation too, There are ad 
cates of radiation alone who claim results superior to those achieved by 
gical removal. Others, again, believe that radiation alone should be u 
only in inoperable cases; Breitner had six cases who lived for mor 


three years and Weber also reports successes. The experience of Heyerd 


with radium alone (eight cases, of which five were improved and_ th: 
unimproved) compares unfavorably with the results obtained by othe: 


Pfahler advocates radium if X-ray fails. 

Most surgeons agree that, in the conduct of reasonably early cases 
‘golden middle way ” is thorough operation followed by radiation, th 
controversial points being the extent of the operative procedure and 
variety and amount of radiation. Breitner’s post-operative use of frequ 
and small doses of X-rays is in contrast to the more recent recommend 
of large doses with long intermissions. 


Sixteen operations were performed upon 11 patients in our series 


Unilateral lobectomy 


Subtotal thyroidectomy 


Unilateral lobectomy and removal of metastases 
8 fee ata iwae s Since ee awk 


Bilateral partial lobectomy 


Bilateral partial lobectomy and removal of glands 


Tracheotomy was not performed in any case. 


524 


91 








Ira n ¢ 
e presum 
1 
= wi I 
\\ { + 
I 
{ 
TY salt ) 
I 
’ ; , 
{ or ¢ 
+] . . 
if Ve 
+] ] 
¢ ’ 
Pe) | wl 
W 5 Cl 
l 
CTatio}l 
\s 
( t 
( nN 
" 
\ 
) ‘ 
+ +] ] 
St e ft 
t} 
evties Oo | 
¢ ’ 1 
1 n 
sarcoma 
neon: ST) 
] 
I malignat 
1e@l ne 
St five ve 
; 1 
u ire 
hve years 
] 
S Class 
1 is regvare 


)¢ 
7 
i? 
it 
1 
| 
lye 
( 
) 
( 
( 
orn 
} 
Yr? 
at 
Wot 


HY ROID GLANTI 
it be 
¢ | ) ] 
7, ‘ ‘ 
oy Sry ec 
l ure 
1 
» rT Tf \ ¢ — 
quratiol rt the 
5 ho _ 
( W iit Sul ( 
ut CASES 
live rout 
W NOUT ¢ cence 


1S 
l 
spite 
v 
, 
4 








EBERTS AND FITZGERALD 


these Herbst reports 33 per cent. of five-year cures. The case reported 
here is alive, but only two months have elapsed since operation. Malignat 
papilloma is said to grow slowly, to give rise to small local recurrences, and 
to involve the lymph-nodes very late. 

The case of exophthalmic goitre in this series (No. 1045), with hypet 
trophic parenchyma profusely invaded by epithelial masses, extensive vas 
cular invasion, intense lymphoid reaction, and a deeply embedded adenoma 
(treated by subtotal thyroidectomy in two stages), is still alive and well, 
two years and one month after operation. The correctness of the histological 
diagnosis of malignancy must now be considered doubtful. 

ConcLusion.—During the past five years progress has undoubtedly been 
made in the diagnosis and treatment of malignant disease of the thyroid 
the 


gland, but, where the condition is advanced and there is infiltration « 
surrounding structures or extensive cervical glandular metastases, there is 
still little hope of a permanent cure. The results obtained, however, in thos 
cases operated upon under suspicion of malignancy or in those in whicl 
unsuspected malignancy is discovered at operation, are distinctly mor 
encouraging. Still better results may be confidently forecast from the exten 
sion of our knowledge of radiation, its more general use in those cases 

which the malignancy is recognized or discovered before the occurrenc: 


metastases, and the more frequent and early removal of nodular goitr 


CASE REPORTS 


(1) Clinic number 380. Male, aet. fifty-seven. Admitted May 12, 1922, 
ing of palpitation, weakness, and loss of weight. He gave a history of having 
small gland” removed from the left submaxillary triangle one year previously. En 
tion, tremor, rapid irregular pulse, and muscular weakness were the outstandi1 
features. The basal metabolic rate was 417. Weight, 133. The electrocardio 
showed auricular fibrillation. There was a movable, globular mass, 6 cm. in diameter 


occupying the lower pole of the left lobe of the thyroid. Clinical diagnosis 
adenoma. 

On June 1, 1922, under local anzsthesia, enucleation resection of the left 
performed. Pathological diagnosis: “ Adenoma”. 

Following operation the tachycardia subsided and the basal metabolistn 


normal. The patient returned to work on September 5, 1922, as a hydrant insp 
By November 15, 1922, the weight had risen to 190 pounds. In September, 1924 
began to lose weight. On October 23, the basal metabolism was found to bi x 


and on November 6, + 78. At this time the appearance of enlarged glands on the left 
side of the neck was first noted. Later they were found on the right side 

The patient was re-admitted on December 18, 1924, and bilateral dissectior 
lymph-glands of the neck carried out under local anesthesia. The left internal 
vein was removed. Pathological diagnosis: Adeno-carcinoma of thyroid origi X 
treatments. 

The patient remained well for eight months. He was then admitted witl 
circulation and gangrene of the feet. Died December 5, 1925. No autopsy. 


(2) Clinic number 414. Female, aet. fifteen. Unmarried. Admitted January 
1923. History of goitre at age of ten, which disappeared on application of iodine, but 
recently recurred. On admission there was general enlargement of the gland, wit! 
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diagnosis confirmed by microscopic examination. X-ray treatments given. 
some months later. 


(6) Clinic number 943. Male, aet. forty-nine. Admitted November 12, 


tory of blow on neck five months previousiy, followed by rapidly growing hard 


neck. Clinical diagnosis: Carcinoma of the thyroid. Confirmed by microscopi 


nation of a gland removed from the left posterior triangle of the neck 
was advanced. Trachea fixed. There were stridor and paralysis of one voca 
operation. Died suddenly three weeks later, from suffocation after 
No autopsy. 

(7) Clinic number 994. Female, aet. fifty. Married. Admitted Janua: 
with a small nodular enlargement of the thyroid, extending down behind thi 
Very little movement of the trachea on swallowing 

Enlargement first noted only four weeks before admission. Clinical 
Carcinoma, inoperable. X-ray treatments advised. Patient did not return t 
No response to follow-up letters. 


(8) Clinic number 1014. Female, aet. thirty-eight. Married. Admitted 
12, 1925. History of goitre for two years. Diagnosis of carcinoma with 
metastases made at operation November 14, 1925. The isthmus and the let 


capsule, parathyroids, and left recurrent laryngeal nerve, were removed, t 
the left prethyroid muscles, the lymph-glands in the anterior and _posteri 
of the left side of the neck, and the left internal jugular vein. Uneventful 
Permanent impairment of phonation. Intermittent X-ray treatments. Living 


two years and four months after operation, with no clinical signs of recurre! 


(g) Clinic number 1045. Female, aet. forty. Married. Admitted Ds 
1Q24. History of goitre tor five years. The patient presented all the s 
Graves disease, in an exaggerated degree. The basal metabolism rate wa 


thyroid was uniformly enlarged, the surface of the lobes smooth 


Right lobectomy was performed under gas-oxygen anzsthesia on Feb: 


1a 
In this lobe was found an adenoma, about 1 cm. in diameter—a lesion not 
Susp cted 

On March 6, 1925, the left lobe was removed under gas-oxygen. Thx 


examination showed hypertrophic parenchyma profusely invaded by epith 


\ 


with intense lymph-cell invasion and invasion of the blood-vessels. Di 


nant. Uneventful recovery X-ray treatments advised, but none given 


is well, more than two years post-operative 
(10) Clinic number 1048. Female, aet. fifty. Married. Admitted Marcl 
History of slowly growing goitre of forty years’ duration, with dysphagia, stt 


loss of weight during the previous yea The trachea was displaced to th 


very large, hard, nodular tumor of the right lobe of the thyroid. The moder 


1 


of fixation seemed to be due to the size of the tumor. Clinical diagnosis: ¢ 


t 


previous simple adenoma. 


Operation March 22, 1926. The whole of the right lobe was remove 
injury to the recurrent laryngeal nerve here were no enlarged lymph-nod« 
diagnosis of malignancy confirmed by microscopic examination. Two X-ray 
given before discharge. Patient has since remained well and free from 


of metastases. 


(11) Clinic number 1421. Female, aet. thirty-eight. Married. Admitt 


1926, with a history of goitre for fifteen years. Partial removal five vears 


where. Examination showed a very large nodular goitre, with deviation at 


ment of the trachea to the left, with compression 


Operation July 13, 1926. Local anesthesia. Bilateral enucleation resecti 
nant adenoma diagnosed histologically Post-operative radiation. 


Alive and well nine months after operation. 


} without evidence of recurt 
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THE SECONDARY SYMPTOMS OF EXOPHTHALMIC GOITRE 
(GRAVES’ DISEASE) 
By J. Wituiam Hinton, M.D. 
or New York, N. Y. 
FROM THE GOITRE CLINIC OF DR. CHARLES GORDON HEYD AT THE NEW YORK POST-GRADUATE MEDICAI 
SCHOOL AND HOSPITAL 

THE cases of exophthalmic goitre admitted to this clinic in the past tw 
years have frequently failed to show the cardinal symptoms of the diseasé 
as generally stated. The cardinal symptoms occurring in their chronologi: 
order are, first: tachycardia; second: tremor; third: enlargement of the 
thyroid; fourth: exophthalmos. We have observed forty-two cases 
exophthalmic goitre during this period. Of the cardinal symptoms exoph 
thalmos is the least frequently encountered, as this makes its appearance 
fairly late in relation to the other complaints. This was absent in sixty pet 
cent. of the cases. Enlargement of the thyroid was seen in seventy per cent 
of the cases. In the very early stages the enlargement cannot be detect: 
but it may appear during the crisis and disappear in the remission. The othe: 
cardinal symptoms are constantly present in any case of exophthalmic goit: 
The secondary symptoms are of more importance in making a diagn 
during the early stages of the disease than the above stated cardinal sy1 
toms. For that reason more stress should be placed on these than has beet 
done in the past. 

(1) Restlessness—This is trequently one of the early symptoms 
ticularly noticed at the beginning of the disease. It is difficult for the patients 
to remain still, and during a conversation they are continually moving theit 
hands and feet, or adjusting their clothing. The patients are usually unawat 
of their restlessness, but it is noticed by members of the family or friends 
(2) Irritability—Members of the family notice that the patient who befor: 
the onset of the disease had a very even temper, and maybe even a phlegm 
disposition, suddenly becomes very difficult to live with and constantly 
quarrels on the slightest provocation. The patient will tell you that members 
of her family cause her to lose her temper which never occurred before th 
start of the present condition. (3) Emotion——The patient becomes very 
changeable and may cry or laugh from the slightest cause. This is not seen 
as early as the other nervous manifestations of the disease. (4) l’aso-motor 
Disturbances—lf the patients are carefully questioned one will find that 
they can stand much more cold than they could before the onset of the dis 
ease. They usually state that they wear less clothing than they did and aré 
uncomfortable in a room which is comfortable to others. Their skin is m 
and flushed. This becomes much more marked on the slightest exertion 
excitement. (5) Palpitation—vThis is a very distressing symptom. It 
entirely different from tachycardia, and should not be confused with 
latter. A normal individual is not aware of the heart action. Palpitation | 
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usually follows the slightest exertion and quite frequently comes on 


It is also one ot the factors in causing insomnia his conditi 


bear an\ relation to the severity of the disease and the nuld Cast 


of this symptom as much or more than the severe types. (6) 
usual complaint 1s an increase in the appetite. Patients who 
appetite before the nset of the disease will « mplain of a rave 


spite Ol the Increased appetite they are steadily losing weight 


occasionally complained of, but this is encountered in those cases 
smecrl ] +}, ] ¢ . 1] ’ . are ldigm : } ; 
weight during the diseas¢ ese Cases are seldom seen Dut 
occur. We have encountered only two cases in which there w 


gain in weight, one patient having 


put on twenty-five pounds a1 


forty pounds, both being young females, the former twent 


latter nineteen Kach diagnosis was proven by histological 
(7) Menstrual—tThe menstrual cycle 1s altered, the first sympt 


diminution at the time of the normal period. Later the time betwee 


lengthens and one may be skipped, and in the final stages the 
have complete amenorrhcea. (8) Sexual ‘he libido may be eit! 
ished or lost. ‘This 1s more often seen in males and is a vet 
symptom and frequently is the chief worry of the patient. Of cout 
transitory and will be relieved after the hyperthyroidism is cut 
Insomnia his is worse in the early morning hours. he pat 
asleep in the early part of the night but awakens after a few hou 
Palpitation seems to be a tactor in insomnia (his is not general 
ing the early Stages oO! the disease. 10) Muscli idgue. Phe pati 
quently complan {f being as tired in the morning as on retiri 
does not seem to relieve the exhaustion Weakness of the ext 
sometimes seen, and occasionally a sudden giving away of the 
encountered [he patient may drop while standing from no appat 
whatsoeve! 11) Hyperluidrosts he patients will complain of 
freely and are bothered more from their hands and feet than befor: 
of the diseas« Exercise or exertion does not seem to play any 
part in this conditior (12) Pains.—lIt is not uncommon for the 


complain of vague pain in the extremities, jomts and back, and 
be the primary factor for which medical relief is sought. I can cit 
whose chief complaint was referred to a sacro-iliac strain, for wl 


worn numerous belts and braces tor two years without relief 


thyroidectomy he has never had any complaints referable to the 
has been doing manual labor since five weeks following the operat 
was four vears ag 13) Hoarseness—QOutte trequently the pat 


sutter trom hoarseness. which seems to be due to a selective acti 


nerves, producing a neuritis 


thyroid secretiol n the larvngea 


clear up following thyroidectomy. (14) Falling of Hat [his is 


ally seen in the disease being confined as a rule to small areas of 
and not affecting the entire coat of hai 15) Pigmentation 
Bronzing of the skin is seen. When encountered it is confined to t 


portion of the body, chiefly the face, neck and arms, and is usua 


in patches 








PHLEGMONOUS GASTRITIS 
By Morris L. Wernstrern, M.D. 


AND 


Jacos Kiem, M.D. 


or CaicaGo, IL. 

PHLEGMONOUS gastritis is a condition of very great interest becaus: 
its rarity and because of the high mortality. Brumm! was able to find tw 
hundred and nineteen cases reported in the literature up to 1925. 

Historically this condition has been known for a long time. Galen is sai 


to have described 


condition. Shatas 
stated that Benel in 

was the first to re 
describe the conditi 

Pathologically 

affliction is an acute 
purulent infection 

fined to the submu 
of the stomach, 
where from the py! 
ring to the cesop! 
and not usually extet 
ing beyond these 
fines. It may exte 


the muscularis and 






serosa but the mu 


( is not usually invol 
) The 









affected portio 





{ OKs ) 
@ ve / ; C 4 K( the stomach become 
Vow Sk Lf /. C D¢ ] markedly oedematous 
a r 4), A i = 4. \ . ) L and the stomac h - ‘ 
: ‘ny rk ¥) : ( i nk 
NOT OT 8b L ? W. Klein / may enlarge to fou 
Fic. 1.—Condition at operation. Perforation in ulcer area. Purulent times the natural thicl 
mass extruding 4h . 
ness. | he serosa is 


injected and there may be a fibrinous exudate. The submucosa is distended 
by a purulent infiltration. The process may be either diffuse iny 
most of the stomach or it may be quite localized and circumscribed. ‘Th« 
course of the condition usually terminates fatally in unoperated cases, death 
being due to general peritonitis or septicemia. 

Etiology —Phlegmonous gastritis seems to affect males more than 
females, especially between the ages of twenty to sixty years. (F. Stohr 
Chronic alcoholism is a predisposing factor stressed quite frequently in th 
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literature. Bacte logically the most comn offender was. th 
coccus (his organism was obtained in pure culture from seventy-five pet 
cent Ol the Cast re ported In the literatu the rest were mixed ni TIONS 
with staphylococci, diplococci, B. Coli. ai nally the pneu ccus 
(Brumm *. ) 

rT) 1*} | ] | 

I } Jel i € Mala I V arise Cal 1e@S1O1 1 
or through the blood stream Kbrumm stresses tl oint that we ( st 
phlegmon only where there 1s an absence or din tion Of gast 
conditi exist 1ently in chron 
ee he RE aS ES aol 
alCcONnoOlsMm, Ce na, CNrOnIC peptl 
ulcer rrhosis f the liver and 


anzmia hus twenty five | 

















per cent. of the patients in the litera 
ture were chront oholics Brumm 
grew twenty ur cultures in 
hrotl rule | eptococect ind 
piace some i ast! JUICE 
soni hyp eptic secretio 
and sO l ecret 1 He 
found that the eptococe: thrived 
in the latter etions but were 
killec the ces his 
j 1 b 
eCXDpI ~ iv ( ) Ne ta ce) 
a % 
inf gs by te g them bacteria re 
nuxe vith grou olass LCI | 
} | \ f | 
1t\ ( thie 1} ist! S( e@TioOns | 
preve the ihe diseas 
P : J.Klew 
mia\ se Se tvphoid feve1 
. " . | 
SCar,T tt Cvel ”) puery il 4 
fever, ute ns tis ‘ 
Brov ks and (Clintan 4 Phle 4 ‘ 1 1 
) ind legmonous gastritis may result eit! 
some local process in the stomach, especially if there is low gastric secre 
or {trol genera acteriamia. Vieve Br ims and (su x‘ 
Sy n The onset usually sudden with excruciating pain 
n the abdomet ing, tever, and marked abdominal rigidity. Sometimes 
the patient vomits pus ( Sundberg, Boas *); this is very significant but no 
ommon Mi brams and Guy°*.) The pain resembles that of perfor 
ated peptic ule In short, the picture is that of an acute abdominal catas 
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tropne and in oniv a tew 
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Instan 


{ ( hy ‘ 
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ast eidom comes 


that unless previously met with 


any other diagnosis than that of 


requiring 
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exploration 


( MacCauley °. ) 


1S thought hat the following Case 15 
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because of some of the characteristic etiological factors as described above, 
because of the conservative surgery attempted, and because of the recovery 
of the patient. 


a 


Case 1—Thomas Mickey, aged thirty-seven years, single, clerk. The patient w 
seized suddenly on the morning of May 12, 1927 with acute abdominal pain about 
umbilicus. There had been some vomiting before the physician arrived. The patient 
seen to be in marked shock and had the anxious look and gray pallor of a severe ab 


catastrophe. General physical examination showed alopecia areata, marked pyorrha 
| 
i 


heart and lungs apparently normal. The abdomen, however, was very rigid with m 


the rigidity over th 
epigastrium. There was n 
marked tenderness on pre 
sure over the right epiga 
trium, although patient con 
plained bitterly of p 
over abdomen on palpat 
Past Histopr 
patient had been a fait 
and steady user of 
for the past eight year 
the past six years the p 
has suffered from pe 


f epigastri p 


attacks « 
which was relieved 

taking and by soda. | 
days prior to the acute 
the patient had been 
rather ill and had beet 
ing but he had attril 


to the use of moonshin 





és which he had been partal 
liberally. On  mornit 
he acute attack he “ felt 
thing snap inside ther 
Fic. 3.—T. M., June 6, 1927. Post-operative view of stomach and the excruciating pai 
} 


jejyunostomy é 
led him to call a_ physi 


Past Illness —Scarlet fever as a child. Influenza in 1918. History of gonorrha 
chancroid. Lues denied. Temperature ninety-six degrees. Pulse eighty. Respirati 


twenty-eight. White blood count 17000. Urine negative. Blood Wassermann (obtain 


afterwards) negative. 
The high lights in this clinical picture are: history of alcoholism; apparent 
1 pa \ 


syndrome for the past six years, and the sudden onset of severe abdomina 
diagnosis was made of ruptured peptic ulcer. 

The patient was immediately admitted to the Washington Park Hospital 
under ethylene-ether anwsthesia the upper abdomen was opened by an _ incisiot 
right epigastrium. On opening the peritoneal cavity free pus escaped. Then it was 
that the upper abdomen was bathed in greenish-yellow pus, which seemed to bi 


from under the liver and from the lesser peritoneal cavity. The gall-bladder was ay 
On examin 


Dal 


ently normal, except for injection of the serosa and plastic exudate. 
1 the p 


stomach it was found to be markedly thickened and cedematous, especially it 
portion involving at least half of the stomach. On the lesser curvature near the pylori: 
ring there was evident a markedly indurated area the size of a half-dollar in the centre 

{ 
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of which was a perforation from which was half extruded a necrotic plug of material 
similar to that seen in a furunck On removing tl plug of necrotic n D 
exuded from the submucosa and it was seen that the mucosa was lifted up and rolled 
over but not otherwise affected. The stomach wall at the site of the perforation measured 
about one inch in thickness. A portion of gastro-coli mentum was tound plastered 
down over part of the indurated area, an attempt at a natural defense LUSé the 
poor condition of the patient and the markedly cedematou tomach 

of an infected field, resection was thought inadvisabl he perforation w 

with interrupted sutures through the serosa and submucosa, attempting t 

The gastro-hepat and 

gastro- ic omenta vere 

brought together covering 


the entire area that was in 


durated and agall ( ered 
with a portion of the great 
omentum Instead of per 
forming a gastro-enterostomy 
we pel med a tomy 


after the Witzel method pull 
ing up a loop of jejunum 


through a stab wound made 


at the level of the imbilicus 


and on ind ne-ha nches 
to the left 1 No 8 French 
rubber catheter \ ewed 
into the jejunun ( the 
Witz method () drain 
Was placed down to the 


foramen of Winslow, another 


down to the pyloric part of 





the stomach ind ae third 

down to the pely The 

abdomen was then clo d in 

the customary fashion. Con Fic. 4.—T. M., June 6, 1927. Post-operative view 
dition after operation fait ' ie: 

Course m t/ [ ul Phe patient vomited up some greenish pus for sever i] 
days aiter the operatior His general condition seemed improved and he was relieved 
of his excruciating pai In doing the dressings it was noted that the drainage material 
had a fecal odor, pre bably due to contamination with B. Coll The jejunostomy tub 
was connected up with a Murphy drip apparatus and the patient was fed constant! 
through this. Following are some extracts from the hospital record 

May 13, 1927 lemperature 100.2 degrees Pulse 114. Respiration 28. Normal 
saline by drop method through jejunostomy tube. Patient vomited greenish pus trequently. 

May 14, 10927 Temperature 99 degrees Pulse 84 Respirati m 26 Glucos« 
(5 per cent.) in normal saline through jejunostomy tube. 

May 15, 1927 lemperature 99 degrees. Pulse 64. Respiration 20. General « 
dition good 

May 10, 1927 Milk 500 cx », Water 500 C.c., Karo syrup 50 C.c., administered 


through tube. 
May 24, 1927,—Water by mouth for the first time, one ounce every four hours 


May 26, 1927.—One ounce milk added to diet by mout!l 


June 2, 1927.—Milk and cream, two ounces each given by mouth. 


Orn 
di 
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June 5, 1927—Temperature 98.6 degrees. Pulse 80. Respiration 24. Dischar 
the twenty-fourth day, feeling well 

The patient was now examined rOntgenologically. There was hyper-perist 
in the fluoroscopic examination. The region of the pylorus was still extensively 
(See X-ray films.) The jejunostomy tube was still in position in the jejunum 
now taken out and the wound healed very rapidly. Subjectively the patient feel 


well and has been put on an ulcer regime. 


Surgical procedure in phlegmonous gastritis will depend on_ th 

+ of affairs found at 
ation. In the lo 
form resection is ad 
by various authors 
stomach then 
united to the jejw 
(Meyer, Brams 
Guy.) In the diff 
form multiple pi 
of the stomach w 
advised in the | 
permitting free dt 
A new procedut 
recommended her 
mention of which is 
in the literature. S 
death in this affect 
due mainly to pet 
and since it is 
difficult to drait 


entire stomach 





Fic. 5.—T. M., June 6, 1927. Post-operative view of stomach and mucosa by ord 
“ea methods, it 1s sugg 
that the stomach be brought out on the abdomen as is done in Mil 
operations in malignancy of the colon. However, the circulation shou! 
preserved intact; multiple incisions should be made in the submucosa ar 


stomach kept warm and moist with normal saline solution. This proce 
would make some reasonable attempt at keeping the infection out 


general peritoneal cavity. The patient may be fed through 


jejunost 


as was done above. 


CONCLUSIONS 


1. A case of localized phlegmonous gastritis is reported on the basis 
an old peptic ulcer in the presence of chronic alcoholism and_ pyorr! 
Closure of perforation, drainage, jejunostomy, recovery. 

2. In the diffuse form it is recommended to bring the entire stomacl 
on the abdomen as in Mikulicz operations and multiple incisions for drait 
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SIDE-TRACKING OPERATIONS FOR BILE DUCT OBSTRUCTION* 
By Auten O. Wuipreie, M.D. 
or New York, N. Y. 


FROM THE SURGICAL DEPARTMENT OF COLUMBIA UNIVERSITY 


THE side-tracking operations for common or hepatic duct obstructi 
a palliative procedure designed to carry the bile into the upper gastro-intest 
inal tract in the presence of an irremovable duct obstruction or irreparable du 
injury. The great majority of the unfortunate victims of such lesions 
faced with a hopeless condition unless operated upon. If operated upo1 
they are of necessity subjected to a procedure, the danger and difficulties 
which increase in direct ratio to the duration of the complete obstructi 
These patients have persistent deepening jaundice with accompanying sy! 
toms of anorexia, loss of weight and strength and often unendurable pruritus 
If the obstruction is of long standing their blood clotting time is prolong: 
they have a narrowing margin of hepatic and renal efficiency and 
altogether bad risks and yet as much in need of surgery as any grou 
abdominal cases. 

These patients present three main types of lesions causing the obstructi 
In the order of their frequency they may be grouped as follows: 

1. New growths of the pancreas, common or hepatic ducts. 

2. Chronic inflammatory lesions of the pancreas. 

3. Stenosis of the ducts following trauma or inflammation. 

For the side-tracking of the bile several methods have been used and 
individual cases prove successful. But it should be strongly emphasized t! 
the rare successes and not the many failures appear in the literature and thi 
high risk and small chance of success are not sufficiently emphasized in tl 
discussion of some of these methods. In general these may be grouped 
follows: 

1. The anastomosis between the gall-bladder and duodenum or stom 


J 


Cholecystenterostomy is the easiest and most satisfactory of the procedut 
provided the cystic duct is patent and the obstruction is in the common 
below its junction with the cystic duct. Because of the relatively sterik 
duodenum and stomach, infection of the biliary tract is not so great a factor 
in these cases as when the stoma is made in the jejunum. For obstruction due 
to carcinoma of the pancreas or common duct the operation gives temporat 
relief. In one of our cases the patient survived two years, another thre 
years with proven carcinoma of the common duct at the papilla. In the 
occasional case of chronic pancreatitis with complete obstruction, not associ 
ted with gall-stones, this operation is of special value. The stoma remains 
either as the permanent passage or until the inflammatory process in the head 
* Read at the Meeting of the New York Surgical Society, April 27, 1927 
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of the pancreas subsides. It is in this type that psy is frequent 
7” 4 fe 4 ’ | Pat ; 

means Ol ditteret iting between carcinoma oO ne head of the i! eas 
and chron inflam: t10n In eight Ol the series her reported the c S15 
of carcinoma, trot e history of gradually increa r painles 
palpable gall-bladder and the finding of hard 1 he ; 
at operation, seemed certain. In three of these a section shows 

} { ] + | 
creatitis In the er five where section was not ¢ ine< l I 


provement with freedom from jaundice for periods of five m« 
vears made the diagnosis of carcinoma very questionable. =f 


patients, autopsy at the end of two and three years proved the (esl 


carcinoma of the common duct. In the other three the diagnosis w 

Fs 1 +] o1 ] +} . 1. ] 2 ’ y ‘ 17) +4 17 
established though ey aied Of pancreatic insumciency. 

Courvoissier’s Law does not necessarily mean carcinoma and | believ 
these patients shou e explore er mn rel ed trom the mass I 
for diagnosis al rogenosis, and a cholecvstent rostomy done ror tne 1 ( 
it gives these patients even though t be temporary Krom our expe 

les ] onl ] ; ¢ : : ’ \ } 

common duct carci! ma is a less malignant lesion than carcinon ( 
ies ry al ball +] : 
pancrTes ne re CPO Cad i Trey ¢ ( 

For Carcino Kehr in a series of 71 patients with carcino! t the 
EE ct. fie ee — en holecvstenterostom1 , 
pancrea rn Wil 11d l€ patilative cholecystent ostomy, a 
10 of them alive after operatior t is not stated however that these 
were all provet by biopsy u S e reports o : 
Cases dies z V¢ er the operat 1 

| Ys rol l \ ( « bso rel ts remar}! ible 
1O2 cases Ot choles rentrerostt | 1 nic ancreatitis W t} i 

1 f 7 
mortality ot only 2.9 per cent 

Kehr reported & deaths in 69 cases or 11.60 per cent Infortunately the 

° ] —— 4 as 
late results are not given 

Guleke reports one case after two years in which a barium meal shows 
barium | issing throug! the stoma into the g ill-badder. through the cvstt1 
ind comi ducts to tl duo 1 1) x the subsidenct 
tion in the head ot the pancreas 

2. The second method to be considered is some form of anastot1 Sis 

: | | 

between the common or hepatic duct and the upper gastrointestu t 


either by suture or by means of a tube connecting the duct with the inte 


tract. Choledocl r hepatico-enterostomy or duct reconstruction is to b 


employed where the eall-bladder is absent or where the obstruction is above 
the level of the cystic duct Che lesions requiring these desperate procedures 
are most frequently the duct stenoses, following cholecystectomy, the result 
of inadvertant injury to the duct by the surgeon or of a choledochitis. Not 
all of these injuries are the result of careless or unintelligent surgery Phe 


anomalous arrangement of the cystic or hepatic ducts may simulate the 
normal anatomy and the common or hepatic duct may be injured or sevet 
Ma 


under the eve of the most skilled surgeon. I well remember such an occurret 


in the clinic of one of the ablest surgeons of this country. In fact the common 
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duct was severed a few minutes after he had warned his medical student 

the dangers of such an accident. He proved himself worthy of his reput 

as a great surgeon by recognizing the injury immediately, acknowledgi : 
frankly and openly, and promptly repairing it with faultless technic. 


Unfortunately the majority of these stenoses are the result of unrecog: 


injury to the ducts by the relatively inexperienced surgeon. Failure to d 
the cystic duct as a definite structure joining the neck of the gall-bladdet 
the common duct, injudicious application of a curved clamp with th 
pointing toward the common hepatic duct instead of toward the gall-blad 
too great traction on the gall-bladder with coning of the common duct 
insufficient cystic duct stump, the hasty and blind application of a he 

to catch a spurting cystic artery in the gastro-hepatic omentum, inju 


application of the cautery to the cystic duct, failure to recognize an anon 


arrangement of the duct system, these are the inadvertant but not 
excusable causes of subsequent stenosis. | 

There has been considerable discussion in regard to the dilatation 
cystic duct stump and recently Sweet has maintained that gall-ston 
formed in the cystic duct. Notwithstanding the blame placed upon the 
duct, it seems to the writer far more dangerous to attempt to remove all « 
cystic duct because of the subsequent stricture and damage to the com: | 
duct that might ensue, than to leave a portion of the cystic duct as has 
done in the past in the old cholecystectomy. The stump of the cysti 
half a centimetre in length is far safer than an attempt to remove 
the duct. 

If the injury is recognized and immediately repaired the end-to-end 
tomosis is usually easy and stenosis seldom occurs. If after removing th 
gall-bladder, bile appears in the region of the gastro-hepatic omentum, inju 
to the common duct should always be suspected and should be rule | 
before closing the abdomen. The cystic duct stump of the gall-bladde1 
be inspected to make sure it has the normal arrangement. I believe 
any anomalous vessel or duct is noted it is essential to remove the gall-b el 
from the fundus down to the duct in order to avoid injury to abnormal 
! also believe that with the cedematous acute gall-bladders, with the accom) 
ing oedema of the cystic duct and gastro-hepatic omentum, injury to the ducts 
is less liable to occur if the gall-bladder is removed from fundus to duct 

There are a certain number of acute cholecystitis cases associated wit] | 
ledochitis. If in the removal of these gall-bladders the gastro-hepatic omentut 
is dissected or unduly traumatized, stenosis of the common duct is mor 
liable to occur as a late complication or even a sequel. I look upon these cases | 
as among the relatively few requiring cholecystostomy. Certainly dr y 
tubes along side and in contact with the cystic duct stump are to be a’ 
Tube pressure on the gastro-hepatic omentum favors subsequent stenosis 

The appearance of jaundice within 48 hours after a cholecystectomy, | 
with or without a later establishment of a biliary fistula is the unwelcome but 
warning sign of common or hepatic duct injury. Especially is this tru } 
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holds true in the fascial and aponeurotic tube implants. Walton's suggest 
of constructing a tube made from a flap of duodenal wall to bridge the 
between hepaticus and duodenum is a possible method, and he reports on 
successful case followed for four months. The danger of a duodenal fistula 
is a drawback to this method. 

If the patient presents a long-standing biliary fistula, and especial! 
a previous attempt or attempts to reestablish a bile passage have been made 
the possibility of implanting the external opening of the fistula into the 
stomach or duodenum must be considered. It has been successfully done in ; 


number of instances as evidenced by Doctor St. John’s patient this evening 
Lilienthal and Lahey have reported good results. Lahey refers to a case 
of Hugh Williams, alive and well nine years after operation. There are 
several very essential factors in the success of this operation. It should not 
be attempted until the fistulous tract is well established and well vascularized 
The dissection of the tract should leave a cylinder of tissue at least a cen 
timetre in diameter surrounding the fistula. Under no circumstances should 
the tract be opened, nor should the dissection be carried beyond the margin 
of the liver. For this reason it is more feasable to implant the short cylinde1 
of tissue containing the fistula into the stomach. The stomach offers 
firmer structure into which the cylinder can be anchored. A diamond-shaped 
zone of skin surrounding the external opening of the fistula and forming 
the end of the cylinder to be implanted facilitates the accurate and 
anchoring of the fistula into the stomach wall. 

In our series three attempts have been made, Doctor St. John’s bei 
the only successful case. In one of my cases the patient had a beginning 


cholemia and died in coma twenty-four hours after operation. In_ th 
third case the tract was impaired in the dissection and a gastric fistula 


resulted with peritonitis. The other long standing cases reported are those 
of Hugh Williams, now free from symptoms fourteen years after the 
operation, the case of Lilienthal, operated upon December 18, 1921 and is 
now free from symptoms and finally the patients of Lahey. A _ personal 
communication from Lahey states “This biliary fistula was operated upon 
October 19, 1922, and his fistulous tract was transplanted into his duodenum on 
this date. He has remained entirely well, has not been jaundiced, has gained 
eighty-five pounds in weight, is free from digestive symptoms, his stools have 
constantly been well colored and he is, I believe, pretty nearly a one hundred 
per cent. result. The second case was operated upon December 28, 1923. He 
fistulous tract was transplanted in pylorus portion of stomach, She is now 
well. Soon after the operation she had attacks of jaundice with chills, but 
now for the last three years has been entirely free from symptoms with 
her stools well colored, no jaundice.” 

Eliot in his review collected 15 cases of hepato-enterostomy, that is 
where the duodenum or jejunum was sutured to an incision or cautery 
puncture of the liver. Ten patients died after this operation, one case lived 
three years, but the validity of drainage by this method is open to question 
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It is with the sire to stimulate the publication of all the 


individual clinic that the following report 1s made t is not until the failures 
as well as the successes of several clinics are published that the | 


1 


difficulties of such procedures will be realized in proportion to tl 
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Pathological Report—Gall-bladder with wall 6-7 mm. thick. No calculi. Mu 


destroyed, its place being taken by fibrin. Extensive blood extravasation in the submu 


with some oedema and leucocytic infiltration. Submucosa enormously thicket: 
cedema and fibroblast infiltration. 


Course complicated by post-operative pneumonia. Third day post-operative, 


which time patient had been jaundiced, the dressing was soaked with bile. After: 


the biliary fistula persisted and the stool was repeatedly negative for bile, until the 
was given his own bile by mouth which he took for a period of five weeks. 

Eighty-six days post-operative a second operation was performed by Doctor St 
at which the great omentum and transverse colon, liver, duodenum and stomac! 
found to be adherent. Distal portion of the biliary sinus was dissected, includi 
surrounding skin for about 1 cm. in all directions, and implanted into the prey 
segment. Wound closed without drainage. 

Post-operative Course uncomplicated. Patient discharged twenty-six da 
operative, bile having been present consistently in the stool after operation, at 
having been no jaundice. 

One year post-operative patient is symptom-free. Has gained sixty pounds 

Twenty-one months after second operation, patient is symptom-free, appetite « 


Has not lost a day’s work in sixteen months 


uritu 


Case II—E. H., age fifty-four, male. Chief Complaint.—Jaundice, pi 


j 
lee 


rheea. Patient was admitted to the Medical Ward with four weeks’ history of « 
jaundice, diarrhoea, loss of weight. During this time he had had no pain. Diarrha 
varied from six to sixteen stools a day, he had lost fourteen pounds in ten days 

Past—He had had no previous similar trouble. Typhoid at 20. No hist 
biliary colic or digestive disturbances. Occasional alcoholic excesses. 

Physical Examination.—Patient was thin, jaundiced. Blood pressure 85/45 
edge flat, firm, not tender, 9 cm. below xiphoid. No masses felt. Wassermann 

Diagnosis —Chronic pancreatitis. Cholecystogastrostomy 

O peration.—Cholecystogastrostomy. Anzsthesia local. .5 novocaine 

Findings —The findings were remarkable. (1) Liver was enlarged to level 
umbilicus and had the appearance of a biliary cirrhosis. 

(2) The gall-bladder was greatly distended, filled with a “ white” thin bik 


continued to pour out into the gall-bladder when aspirating cannula was inserte 
the hepatic ducts, i.¢., cystic duct was patent. 
(3) No stones were found in either gall-bladder or common duct. 


(4) The pancreas was hard, irregularly indurated, nodular, both in head and 


(5) The duodenum was anomalous in that it lay retroperitoneal and to the m« 


side of pars pylorica so that sufficient exposure, even of the first and second p 
could not be obtained or exposed lor a cholecy stoduodenostomy. 

(6) There was a very marked hypermotility of the stomach, especially pars py! 
patient was under Iccal anesthesia throughout. 


Procedure —Arch and incisional anesthesia with .5 per cent. novocaine giving 


lent anesthesia and good exposure. On noting the above findings diagnosis of carcit 
of the pancreas was made. A section from the pancreas was removed for diag: 


lrochar and cannula inserted in median aspect for gall-bladder white bile aspir 


Because of duodenal anomaly a cholecystogastrostomy was decided upon, and wa 
with chromic, side of gall-bladder to side of pars pylorica, sero-serous suture fol 
by over and over running suture of all coats of the two stomata. Opening .5 cm. r 
from the anastomosis which was entirely satisfactory when completed. Closure 

toneum and post-rectus sheath continuous intersilk. Anterior rectus sheath, conti 
intersilk. Subcutaneous tissue and skin, four silk sutures on small buttons. Skin 
tinuous dermal. No drain to peritoneum. Short goitre tube to subcutaneous tissue 
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Four months’ follow-up: Has had no recurrence of jaundice. Has gained eig 


pounds in weight. Is feeling well except for some distress after eating fats o1 


seasoned foods. 


Seven months’ follow-up: One month after last follow-up patient developed 


of pyloric stenosis, not relieved by lavage, and requiring a gastro-enterostomy 
stenosis of the duodenum, caused by the angulation as a result of contraction 
gall-bladder. Examination of the pancreas at this time revealed a hard mass 
head of the pancreas, section from which proved to be a carcinoma. The patient 
last report was losing ground in weight and strength, although he had had no 


rence of jaundice or of gastric obstruction 
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METASTATIC CARCINOMA IN THE URETER? 
REPORT OF ADDITIONAL CASES 
By Witiuiam James Carson, M.D. 
oF MILWAUKER, Wis 


FROM I I \RTMEN OF PATHOLOGY OF rhit VIVERS Y 1 MARY 


PRIMARY tumors in the pelvic viscera frequently metastasize 


lymph nodes along the iliac vessels and abdominal aorta. in a large 


of cases metastatic 
nodules are found in the 


1 


bones, lungs or liver as 
described by Langst 
Fanchau* Gross, 


\dams,.* Thom 


Von Recklinghausen, 
Cone, Blumer, Bum 
pus,” Kaufma 
Young,'' and others. 
SINce the lym] atics a 
of the ureters communi , 


cate with those of the 
bladder, it is surprising ‘ 
that so tew reports on | 
metastat Carcinoma 1n : \ 
the ureter and _ kidney ‘ad *\ 
pelvis are to be found 
in the literature. 
Gsarceau, In IQ9oO0, 
was able to collect from 
the literature I3 cases 


Ot metastatic carcinoma 





in the ureter clue to 
extension by continuit\ 


Giordan« ind 


Bumpus,'* in 1922, reported a case of carcinoma of the prostate meta 


. i wi 
ing to the left ureter and renal pelvis, which showed no evidence of 


h 
ot the lymphatics in the ureter, and were able to demonstrate cance 


the blood-vessels of the lungs and in a metastatic renal infarct. 
(Thomas and Regnier,’* in 1924, reported a case of carcinoma 
ac - 1 <t ] 
bladder with metastases to lymph-glands, liver, psoas muscle at 


ureter, without indicating how it was transmitted. 


* Read before the Wisconsin Urological Society, March 10, 1927. 
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1 


Cullen '® has shown cancer of the cervix ulcerating through the lowe: 
end of the ureter, but makes no mention of metastatic nodules in 
ureteral wall, the result of lymphatic metastasis. 

Ewing *® describes papillary tumors of the bladder extending into 
lumen of the ureter or invading from the vesical wall, and primary tun 
of the kidney pelvis extending down the ureter. In prostatic cancer Ewit 
states that the ureters are invaded from the vesical wall as in blad 
carcinoma, or occluded 
nodules at the orifice, o1 
pressed by enlarged lymp 


nodes. 


Herger and Schreiner," 1 
recently in an analysis of thirt 
two autopsies on patients dy 
from carcinoma of the cery 
found twenty-one cases showi 
gross pathological changes in th: 
urinary apparatus—viz.: \ stri 
ture of left ureter with accom 


stricture of right ureter with 


ureteral stricture, bilateral with 
accompanying hydronephrosis, 
10; pyonephrosis, I; caseous kid 
ney, 1; infiltration into bladder, 
with no hydronephrosis, 2; 16 
of the cases showing hydron 
phrosis were accompanied 


marked infiltration into the blad 





Fic, 2.—Case I. Photomicrograph of right ureter, 
20em. above bladder, showing tumor cells in peri- vascular 
lymphatic. 


der. They concluded that th 
ureteral strictures are the result 
of pressure on the ureter from invasion of the broad ligament or bladder 
wall, which possibly may be made worse as a result of fibrosis in the heal 
ing of these lesions, but make no mention of metastases into the urete1 


18 


Young '* states that metastasis to the wall of the ureter may occur, 
usually the lower third, causing obstruction with hydro-ureter and hyd: 
nephrosis. The route in such cases may be lymphatic and records having 
seen two cases of ureteral metastases from prostatic carcinoma. 

Bumpus * in a clinical study of one thousand cases of carcinoma of 
the prostate found 243 cases with demonstrable metastases. In 44 pe! 
cent. it had affected the lymphatics. 

Since the writer * first demonstrated cancer cells in the perivasculat 
lymphatics of the ureter, secondary to primary carcinoma of the bladder, 
prostate and cervix uteri two additional cases have been found at autop 
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panying hydronephrosis, 4; 


accompanying hydronephrosis, 3; 





eee ——=™S 























Decembet 30, 1924 { acute retention ot urine and I 

Clinical Diag Carcinoma of the prostat f netastases 1 
and fifth lumbar vertebra; uremic coma Tern pneun 
organs hig. 1 

P) r} tate 1 é firm and lular { ‘ 
irrezgulal! ( S ¢ el vy { lor | the , 
is a Cavit format the 
wall « icl " 
oT ivish blac col o 
the appearance Ol lium 
burn. The outline between 
the prostate and e! nal 
vesicles is very indistinct due 
to direct extensi the 
tumor lymph-node ilong 
the inter! il and com! 1 1a 
arteries and abdominal aorta 
show metastatic dey 

; 


vellowis! xudate irCas , _ 
’ € 
[ retera rinces i I Ciel 
r 
ately dilated 3 mm 


] | h ter 
ire di ite om tft adet 
1 4] 
wall t uret pelvic 
yunctiol Varving 1 imeter 





from 10 to 20 mm vith the 


greatest lameter i the Pi } \ I] I tat vit 
pelvic brim. On tion 
their walls measur mm. in thickness with the mucos ing tron 
dark red n color I re i ell wish exudat 1 ( tive if ce 

/ l Phi | { Major ind n “a il ( ire n if it¢ dilate 
mucosa of a dark red 

Che capsules strip off with re tance. | an irre dar] al 
a Tew mall und I irca hich conta i pu ent exudate 

Phe irchitecturt worly pre erved 

! ” Adenocare! n 1 ite Viti met 
lymph-node along ic arteri ind abdomi lumba ert 
vesicles ; bladder wal ght ureter; dilatation iret teral; hydroney 
eral; cystitis; ureterit lateral; pyelitis, bilatera { ephrosi bilate 
ulcers, et 

Mi pical A Prostate: Sections from each lobe show the mus 
connective-tissue fibre t be well stained he glandular acini show th 
cells to be very we tained, most of which have hypercl matic nu t 
number | Ww mitoti cel divisio1 Phes cells ire eel break 9 iv 
basement membrane a nfiltratinge through the strom There is a definite 1 
oO! prostati glandula icin arranged 1! i di order] fash Phe bh] cl 
thickening of the tunica intima 
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Seminal Vesicles —Sections show a definite infiltration of epithelial cells which | 
a hyperchromatic nuclei and a clear cytoplasm, a few showing mitotic cell divisio1 
areas they are arranged as glandular acini giving the same appearance as those see 
the prostate. 

Bladder.—Sections from base and lateral walls show an infiltration throug! 
muscular layer and submucosa of epithelial cells, columnar or cuboidal in shape it 
a large number are undifferentiated in appearance, with hyperchromatic nuclei and a cl 
cytoplasm, mitotic cell division is visible in areas. These cells are seen breaking 
from their basement membr 
Various areas. 

Ureters—Right (Fig. 2) Si 
tion from 10 cm. up and 20 en 
The serous surface shows the 
to be fairly well stained. Immed 
beneath the serous cells 
moderate infiltration of mot 
wandering cells and large round cell 
an occasional plasma cell is note 
the inner two-thirds of the mu 
layer an infiltration of epithel 
undifferentiated in type with 
chromatic nuclei and a_ clea 
plasm. A few show mitotic cell 
sion. In areas they are arrat 
small glandular acini. The tumor 
are visible in the perivascular 
atics. The tunica propria 
moderate infiltration of mono 
wandering cells with an oc 
polymorphonuclear leucocyte 
is absent for the most part, in 
the transitional epithelial cells a: 
well preserved. 

Left—lIn the muscular laye1 





is a definite infiltration « 


I m 


clear wandering cells and small 


Fic. 4.—Case II. Photomicrograph right ureter 15 cm. 


below uretero-pelvic junction, 


ving tumor cells in cells with a few polymorphor 
lymphatics. J 


leucocytes, they are more abund 
inner half of the muscular layer and tunica propria. Mucosa shows the tran 
epithelial cells poorly stained with fibrin and poorly stained leucocytes within the lume: 
Blood-vessels are filled with red blood-cells with the perivascular lymphatics 


Case II.—R. MeN., white, male, age seventy-five years. Admitted to University 
Hospital, September 25, 1925, with acute retention of urine and died September 30, 10 

Clinical Diagnosis.—Carcinoma of the prostate; myocardial hypertrophy and insuffi 
ciency; paralysis agitans, etc. Genito-urinary organs. (Fig. 3.) 


Prostate—The prostate is enlarged, firm and nodular, on section numerous 
yellowish-gray nodules are seen. From this tumor mass in the prostate, metastasis cat 
be seen by continuity, infiltrating into the base of the bladder, seminal vesicles ai 
lymph-nodes. 

Bladder.—The bladder wall is markedly thickened, measuring from 8 to 14 mn 
thickness. In the muscular wall at the base, there are irregular yellowish-graj 
Mucosa is dark red in color, ureteral orifices gaping 3 mm. in diameter 

Seminal Vesicles—Are enlarged, firm and nodular, on section numerous irregulat 


wee 
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x x 
vellow1 n-gray ( ire ee | cr I ( r I se parat 
bladder and seminal vesicles 
Ure .) I nere 1 1 mod te d atl ver CI hl 
S$ to 10 mm. in diameter On section the wall 1 mm. in thik t 
mucosa ot a dark 1 | color Le) palpati n several ma ( le ( ‘ elt 
the ureteropelvic junction. 
f The d te Vari m 2 7 mn () ( t 
2 mm. in thickne th the mucosa showing several ar ot a darl l 
K idni Right dney, 10.5 by 6 
by cn Left O j bh 
4} cn 
Phe capsule ff with marked 
resistan leavi ne granulat 
reddisl urtact () ection the kid 
neys are see! t contracted with 
the architecture p preserved. The 
blood-\ els stat it prominent] 
the ( tK Pp I | mu Sa I | 
the px ind = ¢ l dar ed 
' 
1 Col 
Carci 
noma ot the pi vith metastases 
to the Lact esicle rient 
ureter, right kid pelvis, lymph 
nodes along the mteri i] iliac art 
1es iwWdom i Cd cK iorta 1m 
lungs t | t blad ; 1 _— 
det val ch t ( epi itis t t p \ 
t 
arter cle ti 1x r 
VJ \ / sections trom eac be show the n lore 
and the connective cells to be poorly stained. There is a marked glandulas pt 
plasia Chere are n new-tormed glandular acini lined by epithelial cel ul 
for the most part undifferentiated in type, with clear cytoplasm and hyperchromati 
nucle! \ larg number otf these cell ir seen breal a iway trom th 1 t 
membrane, and infiltrating in a disorderly fashior etween the connective-t : 
and the muscle fibre 
Bladd sect! taken trom the tri 1 i det te infiltration ti t he 
muscular laver or epit elial cell embr nic in type, mitotic cell divisi ¢ c é 
In the submucosa a moderats number mononuclea indering cells and Dp norph 
nuclear leucocyt ire see The mu poorly LIne throughout B 
show marked thi ‘ the tuni intim 
.) V Sections show me typ imor cells arra 
dular ac 
Uy i 5-) Six cm. below urete pelvic junction. The hal 
the muscular layer i definite infiltrati epithelial cells of an undifferentiated 1 
with ¢ cytopla vperchromatic cle \ few of these cells are g g 
mitotic cell divisix [he perivascular lymphatics show their sinuses filled vith tumor 
cells. |] everal areas the perivascular lymphatics ar replaced by epithelial cells 
arranged as glandul icin. The tunica propria is poorly stained, with a moderate 
number of small round cells. mononuck ir wandering cells, and polymorphonucleat 
leucocytes beneath tl mucosa Mucosa—shows the transitional] epithelial cells intact 


on their basement membrane, a few of which are poorly stained. 
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Kidney Pelvis —Right.—(Fig. 6.) The muscular layer shows the muscle fibre 
be poorly stained. There is a marked increase of fibrous connective tissue separati 
the muscle fibres. The blood-vessels show a perivascular infiltration of epithelial cell 


with clear cytoplasms and a hyperchromatic nuclei, a few of which show mitoti 
division. The tunica propria shows a moderate infiltration of small round cell 
mononuclear wandering cells. Mucosa shows the epithelial cells well preserved 


intact on their basement membrane 
Discussion.—* The lymphatics of the ureter are more numerous in tl! 


muscular coats and adventiti 









Red than in the mucosa and_ sul 
_" 9"; 
of 
* 


mucosa. They accompany tl 


a 


1 


arteries and drain in three di 


E; tions, the lower portion down 
@ ward in the direction of 
er bladder, the pelvic and abd 

t nal portion mesially into the 
vic and lumbar lymph-glands, tl 
upper portion in the direction 
the renal lymphatics.” Kell 
Burnam.*! 

In 1923, Arthur Robins 
states that little is known of 
lymph-vessels of the ut 
except that those of its lowe 
extremity anastomose with 
bladder and suggests that 
vessels pass to the nearest ly1 
glands, 

While the lymphatic syst 


is, without doubt, the ear! 


J 


Fic. 6.—Case II. Photomicrograph right kidney pelvis, and most frequent site of meta 


t 
b 


showing tumor cells in the peri-vascular mphatics. 


tatic lesions in carcinoma of 
prostate,'® it would seem that the drainage of the lymph downward, i1 
lower portion, is the explanation for the rarity of metastases to the uretet 
from prostate or other pelvic viscera. 


Giordano and Bumpus '* were the first to demonstrate carcinoma 


prostate metastasing to the renal pelvis and are of the opinion tha 


carried through the blood stream. 


In Case II previously reported *° and Case II of this report the 
cells were carried through the lvmphatics to the renal pelvis. 

Herger and Schremer,’’ in 1926, report strictured ureters, hyd 
nephrosis and pyonephrosis occurring in cancer of the cervix, without 
microscopical description. ‘These were probably inflammatory in origi 


described by Carson in [925. 
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ENLARGEMENT OF THE PROSTATE GLAND WITH 
CHARACTERISTICS RESEMBLING HODGKINS’ DISEASE* 
MALIGNANT GRANULOMA 
By OswaLp SwInNey Lows.tey, M.D. 

AND 
FRANK West Harran, M.D. 
or New York, N. Y. 


FROM THE DEPARTMENT OF UROLOGY OF THE JAMES BUCHANAN BRADY POUNDATION, NEW YORK HOS! 


THis report concerns a case of complete retention of urine due to 
gradually increasing enlargement of the prostate gland in a young man ag 
thirty-two years. 

The case presents a number of unusual features. Complete retentior 
urine due to enlargement of the prostate gland is very rare indeed in a 
of this age, excepting when the increase in size is due to some acute infectior 
of the gland usually associated with abscess formation. 

A search of the literature has failed to reveal any reference to a conditi 
simulating that found in this case. While a neoplasm might have been sus 
pected we have not seen a description of any tumor of the prostate at thi 
particular age. Sarcoma of the prostate usually occurs much earlier and 
cinoma and benign enlargements occur later in life. 

While we have reviewed the literature of malignant granuloma, it will 
suffice to state here that the Hodgkin's granuloma so-called, shows when full 
developed a highly characteristic histological picture which enables one t 
make a more or less positive diagnosis. In many instances, however, this 
picture is not fully developed and the histological diagnosis then becor 
increasingly less certain, and it may be added that the lesions of the prostat 
which we propose to consider in this paper belongs to this latter group a 
evidenced by the report rendered on the case by the pathologist. While ther 
is therefore some uncertainty concerning the nature of the lesions found 
the case seems worthy of record because it presents certain features simul 
ing Hodgkin's disease. 

The blood picture in Hodgkin’s disease as stated by F. C. Wood! does 
not yield as much information as the clinical features of the disease 
quently we get a moderate anemia of the chloritic type, that is, with a 
relatively high number of red cells and a low hemoglobin index.  Poik« 
cystosis and degenerative changes in the red cells are not marked. The leuco 
cytes are generally assumed to show no quantitative or qualitative changes 
but it has been claimed by Pinkus * that all cases of pseudoleukeemia have a 
distinct relative lymphocytosis which enables this disease to be easily distin 

* Read before the New York Branch of the American Urological Association, 
March 23, 1927. 
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guished from other conditions resembling Hodgkii 


1's disease. Spt 


those cases from which tubercle bacilli have been found 


In the lymph-node 
of patients otherwise running a course perfectly typical of true Hodgkin's 


disease 
Wood? and Da Costa* state that a few cases show a relat 
cytosis but these are in the minority. Ewing.’ on the ot! 


that a relative or absolute lymphocytosis usually prevails. 


68 
Bunting ® declares that an eosin philia is so frequent and mark ; t 

7 "1 m1 rtant ling 7 1 Qa] » ly ] . . | ; : 

form an importa qiagnostic sign, abrazes Hippel States that ¢ es 

hemorrhagic tendency 

are frequent] observes 


as minute hen rrhages 
in the skin, petecl e or 
purpura hemorrhagica. 
Ralleston, Bram 
mell, helieve th { the 
disease occasional es 
hibits prodromal symp 
toms such as itching or 
erythematous eruption of 
the skin which ma pre 


cede other symptoms by 





months or years. his 
bears considerable rela ' a Sag : \ f 5 
ton to the subsequent #*= < ™ oe ee ee eee eee i 
c2gse Oo} lympl node 

lesions, and may result in the definite and progressive cutaneous lesions of 


Hodgkin’s diseas 


Gastro-intestinal disturbances may also be observed 
Our case presented a definite lymphocytosis, a moderate anemia of the 
chlorotic type, an enlargement of the chain of inguinal lymph-nodes on each 
side, a loss of weight and strength and an Impaired appetite and the general 
appearance ot a tuberculous individual all associated with enlargement of 
the prostate, acute retention and urinary symptoms of only three months’ 


duratio1 he case upon which this report is based presented the tollow 


ing hist 


A single mat thirty-two year was admitted to the Medical Di 


Dr. Lewis B. Conner December 7, 1926, and transferred to the Urological D 
December 11, 1926. H tated that his father died at the age of fifty-nine, fron 

of the liver He was ill fifteen months. His mother died at the age of twenty-eight, 
from pulmonary tuberculosis. She was ill one and a half years. He has one 

two sisters, all living and well. He denies lues and gonorrhoea by name and syn ptoms 
He had mumps ten irs ago, pneumonia tourteen years ago.. Until four years ago he 
Was a chronic drinket Since that time has not touched liquor About three months 
before admission to th hospital he developed a moderate frequency of urination by day 
and by night. As time progressed this condition grew worse and was associated with 


~~ 
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painful and difficult urination. He noticed no pus nor blood in his urine. His sexua 
powers were undisturbed. Three days before admission to the hospital he was unabl 
void except with utmost pain and difficulty. He finally developed acute retention ar 
was brought to the hospital in an ambulance. His bladder was decompressed gra 
by means of a retention catheter. He was fairly well nourished and seemed in n 

ately good health, although he stated that he had lost twenty pounds in weight dur 


the past six months and during the past three months he had grown progr 


weaker, but had not been confined to his bed. He had no cough. His bowels m 
His appetite was somewhat impaired. He did not suffer from insomni 


regularly. 


grew dyspnoeic on slight exertion. 
His general physical examination was negative except for moderate bilateral e1 
ment of the inguinal lymph-node and a small fibroma on the inner aspect of the left 


Chest negative. The lower poles « 


His liver and spleen were not palpable. 
kidneys could be felt as well as the distended bladder. Rectal examination reve 
slight hemorrhoids. Sphincter tone was good. The prostate was about twice th 

size; it was hard on the right side but did not have the board-like rigidity of carci 


The left side of the prostate seemed normal in consistency and not fixed in pi 


by adhesions. The left seminal vesicle was palpable but not enlarged. The rig 


barely palpable. 

Cystoscopy under caudal anesthesia revealed a diffusely reddened vesical {| 
Ureteral orifices were not distinctly seen. The vesical orifice was most interest 
that it showed a tremendous intrusion of the sub-cervical group on its floor 


Blood urea nitrogen was 17 mgs. per 100 c.c.; blood sugar 0.112 per cent.; « 
dioxid combining power of the blood plasma 56 volumes per cent. The phenolsulp! 
phthalein test showed a secretion of 60 per cent. in two hours at one examinati 


75 per cent. at another. Blood Wassermann was negative on two occasions. ( 
bladder urine showed—B. Coli Communis and Staphylococcus Albus 


from 

Urine examination, reaction acid, specific gravity 1018, there was a trace of al 
no sugar, no acetone. 

Microscopic examination showed many red blood-cells, few white blood-cell 


sional epithelial cells, no crystals, no casts. 
Complete blood count was made on two occasions as follows: 


12/5/20 1/9 
Red cells 5,112,000 $,.515,000 
Hemoglobin ; Te ee ee eee 88% 
Color index cP pebaun hark een ae 0.92 
White cells .. “Ere . 8,600 7,400 
Polymorphonuclear neutrophiles .... 54% 18" 
Lymphocytes 38% 14% 
Large mononuclears 0% 7% 
( Transitionals ) 
NS a ae oda sd 5,0 vie'eiars - 2% 3% 


Blood-pressure on entrance to hospital.114 systolic 62 diastolic 


X-rays of the genito-urinary tract revealed both kidney shadows large ir 


There was no shadow indicative of stone in the urinary tract 
1 


low in position. 
supra-pubic cystotomy under local 


The patient was subjected to a ana 


Examination of the interior of the bladder revealed a mass extending from the 
of the bladder neck about the size of a walnut which was rather firm in cot 

\ specimen was taken from this tumor-like projection and sent to the laboratory for 
(Fig. 1.) The bladder was drained by supra-pubic suction for a period of f 


was removed suprapubically under sacral and para 
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days, after which time the prostate 





PROSTATIC GRANULOMA 


sacra i egl | ‘ 
ncreast l 1Z¢ | | 
t ? 
been removed 1 rre 1a 
flows Malig pec I t d com] 
ne p tne { pect ere ri 

nfilt 1 tl le | t< : 

i di e¢ } pital d , p , n 
cont d wou pletely healed 


tel Lhe cut 1! ( ppeal 


ello t l 
sh n Lhe 1 1 
i ( ma esembl 1" 

pi tat t 

col it r 
picture ( 1 I l ( 
The 1 med 1 
ric! | ma ¢ ( { mot 1 
cleat i 2 oe 
typ | ( eucocyt 


While thie I t il ivegestive Ol 
Hodgku ympl ma tl evidence 





available not iT t to make i diag 
nosis 1 thre | ( 
\! Pullla I ce i ren ved 
and examined. Mi c sections showed 
imple chron mphadenit vith no evi 
dence l ranulotr proce like that 
! i granulo! | : i 
een in H nulomat 
The } el ispect 
’ et 
I a IT) 1¢ S( l ( 
ect I pl 1 ‘ 
SUMMARY Ol oe GS 


vears, due to a solid tumetaction of the prostate gland 
he gradual onset of the symptoms exhibited by the patient 
those described by t cases of adenomatous enlargements of thi 


old men Che usual frequent and painful urination culminate: 
retention of urine rather more rapidly than most cases of adenoma 

here wes a rapid increase in the size of the intrusion in the two-weel 
interval between the spura pubic cystotomy at which time a piece 
was removed trom the tumor for diagnosis and the actual removal of the 


mass with the prostate he spot whence the specimen was removed showed 
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a cauliflower overgrowth such as one sees in almost any malignant growth 
under similar conditions. 

Upon removal it was noted that it enucleated quite freely except at one 
point on the left lateral aspect where it was densely adherent and apparently 
had infiltrated into the capsule of the prostate. The impression of the authors 
at the time of operation was that the case was one of malignant growth 
the prostate. 

The specimens removed when examined microscopically showed granul 
matous new-formed tissue rich in plasma cells containing mononuclear giant 
cells resembling the Sternberg type, and also eosinophilic leucocytes. 

The examination of the enlarged inguinal lymph-nodes showed simpl 
chronic lymphadenitis with no evidence of a granulomatous process like that 


seen in Hodgkin’s lymphogranulomatosis. 


CONCLUSION 


In conclusion the case is described as one in which there occurred enlarge: 
ment of the prostate gland having the histological picture resembling mali 


nant granuloma or so-called Hodgkin's disease. 
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SUSTAINED COUNTERWEIGHT-TRACTION IN HA MOSTASIS 
OF PROSTATECTOMY 
By Martin W. Ware, M.D. 
oF New York, N. ¥ 


HE very massive hemorrhage incident to the removal of the prostate from 
the very beginning of the performance of this operation has been controll 
by the “quasi” pressure of tampons. The extensive tamponade of the 
bleeding bed with gauze long enjoyed a popularity. Its drawbacks were the 
large quantity ot gauze employed necessitating a large fistulization of the 
bladder to effect its eventual removal, a procedure always fraught with pain 


and which large supra-pubic opening with gauze protruding obviated greatly) 
the chances of an effective syphonage of urine and bladder contents. 

With the introduction of the Hagner and Pilcher bags nearly 
aforesaid disadvantages were eliminated hese bags were made to ntact 
with the bleeding surface by drawing taut the rubber tube at its exit from 
the urethra and maintaining this pull by anchorage to a cradle with its points 
of support on the pelvis. Now these cradles are difficult of adjustment and 
cumbersome in so far as they hamper the free movements of the patient and 
prevent a more intimate investment of the patient with the bed-clothes lo 
do away with these “cradles” or “anchors” it occurred to me to substitute 
a more sound mechanical principle, that of counterweight-traction playing 
over a pulley he very nature of such traction sustained by counterweight 


precludes elastic traction; wherefore in the precise application of this prin 


ciple, rubber bags with rubber tubes attached should be eliminated Phe 
method of application thus follows. Upon completion of the enucleation a 
Nélaton catheter is introduced until its vesical end becomes visible or felt 
lo the vesical end drawn into the wound a length of enameled (water 
proofed) linen fishing thread is secured. The catheter is withdrawn until a 


length of thread emerges requisite to pass over the foot of the bed and 


reach the floor—six foot is adequate for all occasions. To the thread 


emerging from the abdomino-vesical wound some Penrose tubing is secured 


by throwing a knot about loosely coiled folds of the tubing arranged in 


fu 
rosette fashion or with greater refinement transfixing loops of tubing with 
the same thread armed with a large needle. This accomplished, the thread 
coursing the urethra is pulled upon, causing the rubber tampon to follow until 
the resistance of the bleeding bed at the introitus of the bladder is met 


Traction is then sustained by applying a sand bag of 3 to 5 pounds weight 


or a vessel with two litres of water (4.4 pounds) to the end of the thread 
which is allowed to fall over the end of the operating table. A stretch of 
thread emerges from the bladder wound. All other requirements in thi 


repair of the wound may now be met and then the patient with the pendant 
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weight is transferred to the stretcher and in turn to bed. The line now 
passes between the lower extremities almost in contact with the plane of tl 
bed and is guided over a pulley lashed to the foot of the bed with the wei 
of 3 to 5 pounds attached. It is readily apparent when this complete fixtur: 
is in place that the greatest comfort is assured to the patient. He may readil 
move about without dread or likelihood of displacing anything. Thi 

size of the thread in the urethral canal is never as discomforting 
rubber tubes and if the weight appears to be exercising too great a press 

it may readily be 
sened. At the end 


48 to 72 hours when tl 








{ hemostasis should 
4 , 
; completed the = rubbet 
4 Pu I I strat echanica eature 
t ed p eight act . 
1 ” tubing ( Penrose ) 


done its work and should be removed. The weight is det: 

the thread is severed close to the meatus and the thread eme1 
from the bladder is drawn upon until the tubing appears in sight. By 
tinued gentle traction by a slight torsion of the tubing this will be 
to unfold itself and thus readily be removed rather painlessly throug! 
comparatively small opening alongside of the rubber syphon tubing without 
interfering or displacing the same. 

To summarize. Gauze tamponade pressure is illusory because the “ 
dappui” (prostate bed) can only be reached continuously if the bladder 
contracts about a large tampon occupying its interior. Air pressur 
equal in all directions, much of the air under pressure in the bags is 
on the interior of the bladder remote from the wound. The method 
suture (Walker) to control hemorrhage by suture of the bleeding suri 
ideal in its aim but inadvisable, because the exigencies inherent in most es 
do not warrant the long time necessary for its performance. 

By the principle of the sustained counterweight-traction pressure 
ferred to the rubber tampon and solely centred upon the bleeding area imm« 
diately as if it were forcipressure; and the bladder wound is reduc 
the minimum and its size being determined by the size of the drai 
syphonage. Because of the perfect hemostasis the size of the tubes need 


be as large as those of Freyer or Marion since their large proportions aim 
to facilitate the escape of large clots and the channel in which the tubes 
rested subsequently became the path along which the tamponade of gau 


was removed, 
Finally, it should be stressed that no special armamentarium is requit 
for the application of this very simple procedure, the mechanical princip| 


which are set forth in the outline sketch. 
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BENJAMIN A. THOMAS 
frequently remiss in its full application to our daily work. It is not an 
uncommon experience to-day to have patients on catheter-life for ten, fifteen 
or more years. Such a régime implies and necessitates the most effici 
urologic care and rigid antisepsis. 
There can be no urologic surgeon to-day, who questions the fact that 
the prospect of the qualified prostatic is infinitely better from operation than 


from any form of palliative treatment. It has been estimated that 50 per 


















cent. of prostatics die in five years of the onset of obstruction, and that 
, catheter life shortens 
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MAISER.CC. Diag’ Prostatic typertrophy Index of Elimination dare fo and cati 
sulphonephthalein Wirevenousty cue « . T 
Demonstrating operability of patient. | omy tf you must. 
* truly a magnificent tribut: 
Fic. 2 ° 
: to urologists, that, cor 
sidering the age and decrepit state of the average prostatic, that by virtue 
of advances, chiefly in the preliminary care of these patients, that mortality 
has been brought so low. It would appear that if further progress is to b 
made in this respect, prostatectomy must be likened to appendicectomy, and 


operative measures be resorted to earlier, before other organic complications 


supervene, 

Of importance, rivalling the determination of the operability of the 
prostatic, is the exact determination of the type of obstruction and the extent 
of the pathology. Upon this differentiation rests, or should rest, th 
decision as to the route, or particular type of operation, to be executed in the 
given case, and this in itself will materially lessen morbidity and mortality 
It is a well-recognized fact that approximately ten per cent. of patients with 
prostatism do not present the classical hypertrophy of the gland so re: 
diagnosed by rectal palpation, but, on the contrary, belong to that no 
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important, although smaller, group characterized by the French as 

tisme sans prostate,’ wherein the pathology 1s usually some form of bar o1 
glandular obstruction at the internal vesical orifice, incapable of exact diag 
nosis except by cysto-urethroscopy. 


The cystoscope, furthermore, will frequently reveal intravesi 


| 4 


that will itself decide the route and extent of operative interve1 On 


of these revelations may be carcinoma, a consideration of which, howevet 
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; . FIG. 3 Hust Diag. prostatic hyper 
der damage, which a i t , ; phthalsia intrat 
irreparable, will preclude 
a prognosis to the patient, that by operation he will be cured of all his ills. 
Such unfortunates, fortunately tew, will continue to have frequen J 1 
infection, and require catheterization and irrigations, or die prematurely Ln 
this connection, | must illude to hypertrophy Ot the trigone, with poucl ins 
the bladder posteriorly. I have seen and operated three such cases, and believe 


the condition to be secondary, invariably, to retention of urine, due usua 


although not always, to obstruction at the vesical orifice by the prostate or i 


the urethra. The first case presenting this condition to come under my 
bservation and treatment three years ago, was one of obstruction at the 
vesical orifice due to prostatic calculi. I have seen and operated two other 
patients with marked trigonal hypertrophy the past year; both cases of 
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obstruction, one glandular, the other fibrotic. The vis a tergo pressu 
damaging kidney function and leading to hydronephrosis in these cases 
urinary retention, aside from the more immediate threat, when it exists, 
ascending infection, pyelitis, pyelonephritis and uremia, not to menti 
the remote effects on the heart, circulation and lungs, all constitute 


possible pathology of the prostatic and are vital factors of first magnitu 
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when present, but need no emphasis before this audience, for the eff 
management of the patient with prostatic obstruction. 

Vital factors of great importance come into consideration, in determining 
the qualifications of the patient for operation. They constitute the « 
mation of the fitness of the patient for immediate, or deferred operative 
intervention, or inoperability, because of organic disqualifications. ‘The most 
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week, 15 per cent. this week and 20 per 


operative risk, than a patient with an outy 
per cent. this week and 35 per cent. 


to determine the stability of kidney 


next 


Fic. 6. 


Blood Pressure Readings in a Ser 
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function. 


cent. next week, is a far bette 


ut of 50 per cent. last week. 10 
week. Thus our aim should | 
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This of course can be and 


tes of Prostate; tomies 


Systolic Diastolic High pre Ssure cas 
A B A B Systolic Dia 
165 135 120 80 (198) 6 
135 158 so 95 155 80 
162 138 93 70 192 95 
185 170 80 120 154 nt 
145 120 SO 60 190 0 
(193) 30 96 70 105 120 
I42 140 go d4 75 12% 
75 Id4 120 SO 1560 1O 
152 I44 Os 72 150 100 
170 Irs Qs 72 170 120 
156 140 78 sO 154 116 
Its 135 7O 50 I70 Loo 
I55 170 go 90 
152 146 55 95 Rule—When the 
12, (102) 70 (58) blood pressure 1s 180 
156 110 10? 65 above, the diastolj 
120 155 70 go be under 100: wi 
167 160 90 95 diastolic pressurt 
155 132 95 95 100, the systolic my 
116 140 ds0 85 175 or les 
130 I=0 85 88 
135 130 sO 05 Low pressure cas 
Irs 140 65 95 
153 [Ids 60 65 
128 132 85 86 Systolic Diast 
100 105 70 65 
148 128 65 98 (102) 55 
115 154 50 116 100 70 
155 120 85 94 s50 75 
122 126 60 75 105 65 
145 118 75 74 110 65 
145 170 538 100 109 76 
134 146 7° d4 115 )0 
145 Igo 85 go 170 55 
140 170 Qs 55 
120 125 70 85 Rule—When the 
110 152 75 80 blood pressure is 110 
115 109 SO 76 lower, the diastolic ; 
130 160 80 95 be over 60; whe 
150 160 100 90 diastolic pressure i 
192 138 95 O8 60, the systoli: 
150 144 65 82 Over IIO. 
The figures in parenthesis re present fatal cas 


estimated by repe 
reliance, in patients with damaged kidneys, 
quantitative test, 

I desire to bring to your 


what I have called the index 


568 


ated quantitative determinations over 


attention again, after ten years 
of elimination, 


a period of time. 1) 
cannot be placed upon a sing 
of probation. 


for the determination of the 














VITAL FA( 


functional integrity 


estimation, it 


quantitative determination alone. 


of the ability 


to perform a 


TORS 


O1VeS 
vive 


a 


in a given time, 


normal 


(Fig. 1 


rt ' 


iwalnsl 


IN MANAGEMENT O] 


of the kidneys, belt ving steadfastly, that from 1 single 


The imdex may 


kidneys 


PROSTATIC OBSTRUCTION 


a truer value of the stability of renal function than a 


be defined as the measure 


load | Prostatectomy contra-indicated for several months 


lt is [ASSON] 
BP. 


because of persistent and dangerous! 
pressure, although BUN. and ind 

were satisfactory. Later as blood pressure 
rose prostatectomy was successfully performed. 


low blood 
ex of Elimination 





computed by taking the or | +=! APRIL MAY JUNE JULY SEPT 

Seen o 27s ee — Bun 
ratio otf the percentage : ; ° 
output of the dye for the 8 : <5 
first and third thirds of [ee 2 N f = 
the cycle of major elimi . : tf 

. . ' P vo 3 2 a 
nation. Normally, the in ° x 

‘ ad > 
dex averages abo hive, — =r. —" 
° 2 \ J 
that is, there is five times 0 x I> 
as muc¢ h output in the first - a 
as there is in the third 
a 

third of the cycl eli 
mination, during the first ‘e 
hour immediately after |* 
intravenous injection It 
is a fractional determina 


tion, hased u 
the fact, that 


or othe 


Wile 


substance 


delayed, the 


Successful prostatectomy under caudal and 
transsacral anesthesia after fall of blood 
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hositive phase for operability ; 


twenty-minute periods of observation, and its valu 
the kidneys are damaged, the output of phthalein, indigo, 


duration of its elimination relativel, pro 


longed, and hence the 
quantitative output for th 
first part of the cycle of 
elimination diminished. 
sometimes to the vanish 


W het the 


quantitative output for the 


ing point. 


first twenty-minute 
is greater than, or at least 
equal to, that of the thir 
period, there has been no 
urea nitrogen retention 
the blood and _ patients 
invariably have demon 
strated an excellent renal 
] 


function, and are con 


when the output of the dye 


tor the first period is less than that for the third period, the index is obviousl) 


less than one: 
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the kidneys are damaged, the patient is in the negative phase, 
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and operation is contra-indicated. Everything depends upon the accurac) 
these functional quantitative determinations. The index, or the curve ot 
indices, in a given case, unquestionably gives a more pronounced, grap! 
portrayal of the kidney status than the mere quantitative readings—a 
readily demonstrable in the charts. (Figs. 2, 3, 4 and 5.) Indeed, sim) 
by equal dilution of the first and third twenty-minute period specimens, 
by observation against the light, it is possible to decide, at once, whet! 
or not the patient is in the “ positive’ or “ negative’ phase for operati 


1 


intervention—no color 


Successful Prostatectomy Under Nitrous Oxide-ether ane mecessary. 





_Anesthesia,after fall of blood pressure to safe levels. Next to kidney tu 
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90 | : attended by lost compe 
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sation, woul] preclu 


Pr 


the advisability of oper 
tive treatment. From the surgical standpoint, a far more important conside: 
tion, frequently encountered, is the question of blood-pressure. I have 
stressed this matter on more than one occasion in the past, and as a resul 
studies into the deaths of prostatectomies, have become confirmed in the foll: 
ing beliefs relative to low and high pressures, in their relationship to succe 
surgical intervention. (Fig. 6.) Jn low tension cases, when thi 
blood-pressure is 1100) li ss, the diastolt must be over OO: when the d 
pressure is less than 60, the systolic must be over 110. In high-tension 
when the systolic pressure is 18o or more, the diastolic must be less 
100; when the diastolic pressure is over 100, the systolic must not bi 
175. This is not so called “ pulse pressure,” in its usual sense, but rather pu 
pressure with systolic and diastolic limitations. We have repeated) 
cessfully, operated cases with a systolic pressure of less than 110, or « 
100, but the diastolic was always over 60: conversely, there have been cas¢ 
with a diastolic of less than 60, but the systolic was always over 110. (| 
7.) On the other hand, operation with a systolic pressure over 190 
hazardous procedure, but we have done it successfully several times when 
diastolic was under 100 (Figs. 8 and 9): conversely, many cases wit! 
diastolic over 100 and as high as 120, have been prostatectomized with r 
ery, but the systolic has invariably been less than 175. 
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curve in comparison with the index of elimination of phthalein and t 
blood-pressure of patients qualifying for prostatectomy. 
Another vital factor of moment is the nervous system. Organic disea 


ee , ot the central nervou 


Blood Curve Before And After Prostatectomy 


system, as tabes, multip! 


sclerosis, etc., is easil 

















KAISER : . hf 
| recognized and should 
RACHEM DEC. JNM FEB | not complicate the mar 
coo Oe SS. Se a ee a iS age a 
agement of the prostati 
z a e 
= There is, however, 
| Sm} @0 Z . f 
a functional nervous di 
ro aS , 
order, namely, uncontro 
(4m 180 « 3 ¢ 
lable fear of death, th 
may itself contra-indicat« 
Jn 2 . x 
operation. I have seer 
: two prostatectomized pa 
2m 60 - - - " 
tients die from this caus« 
alone. Panic-stricke: 








with fright, death ensuc 
opie from nervous shock ai 
exhaustion. Few patients will be disqualified from the pulmonary standpoint 
because of emphysema, hypostatic pneumonia, malignant metastasis, or ai 
old chronic phthisis. Certain pulmonary, like cardiac, contra-indications 
general surgical anesthesia, can be overcome by resort to caudal ai 
transsacral narcosis. 

Improvement in blood incident to pre-operative care 


Likewise, the gastro- 
of the prostatic i 


intestinal tract seldom is WAMILTON 


a factor in prohibiting RBCHEM NOV. DEC. JAN. 
surgical intervention on —)|~~ 





22 29 6 iB) 27 3 
the prostatic. Rarely car- 
cinoma, chronic gastro- —— 
rt ae ee — Le Sibeneasaeso " 
enteritis or extreme in- f7 ee cae 
. . . - . | 7 
testinal stasis will forbid i? 
surgical attack. —< 
Age, per se, is never — 





a vital factor prohibiting 3™ 1 — | 
surgery of the prostate. 

A man is never any older 222.7 

than his organs, and if 
they are determined to be 
fit, mere years are no cri- 
terion. Many men are older at fifty than others are at seventy, and sony 
at eighty are younger than others at sixty. Physical dissolution, general 
organic exhaustion or true senility, assuredly, will preclude any thought ot 
radical surgery. 








VITAL FACTORS IN MANAGEMENT OF PROSTATIC OBSTRI 


| believe the vast majority of surgeons, general and urologic, to-day favor 


suprapubic prostatectomy when there is a preponderant enlargement of the 


median lobe, or general hypertrophy of the gland, or when othe 
vesical complications ex 

ist, as stone, tumor, | Successfully operated after six weeks of re- 
diverticulum or trigonal | Markable improvement in kidney function, 


hypertrophy. When the KAISER | anemia and bl blood pressure. 
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hypertrophy Is CcConnnead De @ ‘3 20 2 3 10 17 24 
to one or both lateral : 20 Jass\, 
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small, hbroti an pre ad 3 
. 170 =~ } < 
sumably densely adher éo t 
= so } _— 
ent, undoubtedly it should ae : oe ae 
be removed perineally. a | y 7 
. “s 70 ~ } - 
( Fig 15.) | have re ° 7 
peatedly known patients ns 
to be cystotomized for ~?°-* Tse ee Sao. 
Jo 
prostatectomy and th 40 
prostate found TO he so sn 
: I 
small that its enucleation, 
suprapubically, was pronounced impossible, and the operation terminated 


Such surgery would not and could not be done, if patients were properly 
cystoscoped and more discrimination exercised as to operative route. Agait 
in that not inconsiderable group, where by the cysto-urethroscope the ob 
tion is determined to be 
Inoperable, in spite of normal improvement, in of the bar or clandular 
kidney function and blood picture, because of 7 
HAMILTON | myocarditis and heart block 
IE HEM BP NOV. DEC. JAN, 
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“\ 28 29 6 3 20 27 3 or intra-urethral pro 


type, some form of so 


called “punch Ope ration” 


“ pars ss 8 < s B.UN . 
ms, SMIN-COAG. cedure, as fulguration, 
£00 10=G6.5 
9 | cold or hot punch ( Young, 
80 e . 
- ee Caulk, Braasch) or in 
— cision or resection with 
é + 80 so 
i al oz a the electric knife (Col 
(30) he on - . : ; 
= ayn lings, Stern), should be 
8 employed. How much of 
eo . - 
90 wR a reversion to the dis 
60 : Freudenberg, Bottini and 
so 
( hetwood., these newest 
| 
procedures, eTanting 
better execution under direct vision may be. time onlv will determine fF 


1 +} 


many such cases, the orificial obstruction can be more effectively and thor 
oughly removed suprapubically, by punch or rongeur, with less danger from 
infection and hemorrhage. (Fig. 16.) 
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Doubtless everyone will recall that it has been but a tew years 
prostatectomists were divided into two schools, one that insisted on op 
ing all cases perineally, the other that was wedded exclusively to the suj 
pubic route. On a priori grounds, it was obvious that both could not 
right, and for fifteen years I have spoken, written and reiterated the thoug 
that more discrimination should be exercised, depending upon the pathol 
present, with respect to selection of the proper operative route in the 
case, thereby reducing morbidity and further lowering mortality lf 
surgeon will prepare himself impartially to operate suprapubically, perin 
or per urethrally by whatever modality, and stand unbiased and unfetter 
by training, experience or tradition to operate the patient according 1 


needs, rather than to fit the victim to any particular type of 







ation, to which he is irrevocably wedded by reputation, | am posit 
that even better re 
than obtain to-day, will acert 
You have all seen unsatista 
results from the suprapu 
perineal and “ punch ” 
‘ations, due to incomp! 
removal of the offending obstruction. I have operated successfull 
another route, not a few prostatics, primarily operated elsewhere w 
indifferent results. Exercising all the discrimination possible, with re 

to the type of operation to be done in given cases, | also hav 
the misfortune and humiliation of unsatisfactory results in my own w 
necessitating re-operation by a different route. Thus it is evident, 

spite of the greatest care and impartiality in the management of thesé 
unsatisfactory results will occur occasionally. Let us endeavor to keep 

at a minimum. My experience shows that about 80 per cent. of cas 
heen operated suprapubically and about 20 per cent. perineally \lmo 
bar and glandular obstructions have been removed by “ punch ” or 1 

via suprapubic cystotomy. Caulk, on the contrary, believes that over 30 pet 
cent. of all cases of prostatic obstruction can be successfully treated 
cautery punch, thus eliminating cystotomy in a very high percenta 
patients. 

The factor that has done most to conserve life in the management of th 
prostatic, and has been responsible in the past quarter of a century 
reduction of mortality from approximately 50 to less than 5 per cent 
drainage of the bladder to facilitate decompression of the kidneys, ai 
readjustment of their temporarily damaged function by urinary back 
sure. [Every surgeon, to-day, | trust, has a full appreciation and reali 
of this fact. However, there still seems to be considerable differen 


opinion and practice, as to the best way ot effecting this drainage, whether 





by catheter or cystotomy. Assuredly, there are many cases where prin 
cystotomy or so-called “ two-stage ’”’ prostatectomy is the method of choic 
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of operation, is the best and most trustworthy procedure. Packing of thi 
bed of the prostate is the least desirable method and very rarely necessary. 

Owing to the incidence of epididymitis as a complication of prostate: 
tomy, some urologists to-day are routinely ligating the vasa differentia o1 
performing vasectomies, prior to or at the time of prostatectomy. I feel 
that the incidence of epididymitis does not warrant this. When the compli 
cation occurs, it has seldom, in my experi- 
ence, protracted convalescence. Ligation 
of the vas or vasectomy might, at least, 
be reserved for recurrent cases. 

Suction drainage, a few years ago, 


threatened to be a_ universal practice. 





To-day, with other more simple and less 
costly devices, with equally good results, it seems 
not to be an essential. (I*ig. 17.) 

There is no doubt that the post-operative care 
of the prostatic is equally as important as the 
pre-operative or operative, and this is where the 
urologist frequently has opportunities to display 
his ingenuity as a plumber of mankind. Saline 
and glucose solutions, diuretics and cardiac tonics, 
especially digitalization, save many lives. A great 


many patients that “go bad” during convales- 





cence, do so, because of improper bladder 


. 4 bh ‘ : : ea . Fic. FF. Author's suprapul 
hygiene. I hor ( ugh \ esical iT! iat ms, cup. Routinely used in all suprapul 
° c 7 ° . tectomies; a detachable rubber ring 
when infection exists, will prevent the applicable to the rim of the cup is not 


in the cut. 


development of many cases of pyelitis and 
pyelonephritis. Finally, do not force these old men out of bed too soot 
Many complications of epididymitis and a few of phlebitis and embolism will 


thereby be averted. 
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GONOCOCCUS EPIDIDYMITIS 


OBSERVATIONS IN THREE THOUSAND CASES FROM THE UROLOGICAI 


SERVICE OF BELLEVUE HOSPITAL 


By Merepira F. Camppecit, M.D. 


fr UROLOGICAL SURGEON, BELLI 


oF New York, N. ¥ 


(GONOCOCCI ididymitis is the most common disease 
The morbidity is high since sterility following bilateral involvement Ere 
quent. Usually the onset is acute, pain is excruciating and the patient wel 
comes his bed \n associated urethral discharge suggests the . 
demonstration of the gonococcus confirms it lreatment is (1) ( 


immobilization of the scrotal contents—or (2) surgical Epidid 


affords immediate relief from pain. One in fifteen require operation. Obs« 
vations on all phases of this d < t] ticular attention to and evalua 
vations On all pha It this disease with particular attention a ua 
tion of the various methods of treatment employed in three thous LS¢ 


admitted to the Urological Service of Bellevue Hospital are here presented 


Gonorrhceal involvement of the posterior urethra and its associated stru 
tures (prostate and seminal vesicles) precedes the epididymitis in ses 
even though the appearance of the urethral discharge succeeds thi . 
the epididymitis. Several cases ot the latte ype have been he P 
this apparent deviation from the usual sequence betrays a latent posters 
infection We have seen it twice In eleven of our cases the onset of 
discharge and « tis occurred the same day. ‘The incidence is greater 

TABLE | 
Interval Between Appearance of Urethral D harge ay i pididym Sur 


Day 3 3 | } 6 7 5 32 
Week 22 = 9 ) 
Month 21 15 7 10 5 61 
Over I yeatl IO 
Not state 9 
209 
Von-sur u Ca 
I 3 f 4 
Days * 8 84 53 145 
Week 239) 374) 311) 458) 119) 239 | 42 1782 
Month 268, 269) 143 27 28 745 
Over I year 37 
Not stated 55 
Denied 22 
* Epididymitis precedi charge 2 
| 
2791 
4 
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however, between the second and eighth week of the gonorrhcea, particular], 
the second to fourth. (Table I.) It is to be noted also that one attac!} 
predisposes to succeeding infections of the epididymis. Two hundred an 
forty-eight of these patients suffered previously with epididymitis, practically 
always on the same side. Over half (58 per cent.) have had previous gono1 
rheeas. (Table II.) 

In the presence of a deep urethral infection, too forceful injections, th 


passage of instruments, vigorous prostatic massage, exposure to cold, sexu 


TABLE II. 


Previous Epididymitis Previous Gonorrhea 
Times Surgical Non-surgical Surgical N 
I 3! 67 IOO! 
2 4 I4 408 
3 2 5 gli 
4 Same side 145 I 48 
~ I Other side 64 I 32 
6 - I s 
7 I 209 6 
over 7 5 52 
39 94 164 


209 urgical cases 
2791 non-surgical case 


3000 total 


or alcoholic excess may incite epididymitis. Not infrequently direct trauma 


te 


= 


the testicle apparently predisposes. 
The incidence of this complication may be appreciated by the obset 
vation that of 225,000 male admissions to Bellevue Hospital, during th 
eight-year period on which this study is based over 3000 suffered with gi 
rhceal epididymitis, a ratio of one in every seventy-five male admissions. 
The incidence is highest during the third decade, the period of greatest 
sexual promiscuity, particularly between the ages of twenty and twenty-five 
years. After forty, the condition is rarely encountered. Our oldest patient 
was sixty-six, the youngest fifteen. Between 20 and 30 per cent. of gonot 
rhoeas develop epididymitis. ‘The ages of our patients in this study are ind 
cated in Table III. 
TABLE III. 


Ages and Cases of Gonorrheal Epididymitis 


Age 

15-19. ae 152 
20-24 1231 
25-29 893 
30-39 aoe 592 
40-49 . 84 
50-59 19 
60—and over. 7 
Not recorded. 22 

3000 
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The right side apparently more often involved than the left fF 
series the ratio is 1494 to 1309 Bilateral involvement was n 
(Table IV.) 

Pathology—The migration of the infection 1 eeds 


posteriorly to the deep urethra thence through the ejaculat 


TABLE IV 
R 13900 
Li iad 
B era 172 
2791 
the lumen of the is to the epididymitis. Extension of a posteri 
through the lymphatics surrounding the vas may also take place, f wi 
seen three cases which developed non-gonorrhceal epididymitis (post-prosta 
tectomy ) one, tl rec and tout weeks atter resection of the vas 
rence of localized infection in the epididymis secondary to gonocos 
never been provel 
Pathologically, gonococcus epididymitis is nearly always an acute proce 
Qn opening the tunica vaginalis, hydrocele fluid often escapes yf 


—— ;' 
of the two hundred and nine operated cases in which this finding was re¢ 


showed fluid in amounts varving from 5 c.c. to four ounces 


amounts ot one dram to three ounces was noted eight times, althoug! 
unquestionably occurred more often. Four times sero-sanguinous fluid w 
found free pus was present within the tunica vaginalis 
(Table V.) 
; 
1} tne ear©rl res, the vreatest nvoivement is tound 


minot When mild the infection is limited to this part. Whe 


extension to the globus major ensues and often many punctate abscesses ar 


present. By coalescence of these abscesses the entire organ is frequently 
converted into one suppurating mass. Intense injection of the tunica vagi 


nalis may be seen, but it should be noted that the testicle itself is not involve 


in the process save by collateral injection of the tunica albuginea. There 
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fore, the term gonorrhceal orchitis is incorrect. However, associated abscess 
of the testicle is occasionally encountered late in the disease but when present 
develops by direct extension from an abscessed epididymis or is secondary to 
inflammatory thrombosis of the nutrient vessels of the cord. Not infre 
quently the cord is of thumb thickness, white and glistening in appearanc 
from oedema, or may show localized abscesses along the vas, particular) 
, \ in proximity to the tail of the epididymi 

| Such cord abscesses we found three time 


Microscopically the picture is 


Ye Pa 
ae a |e that of an acute catarrhal inflan 
/ mation, i.e., desquamation of li 
\ . . . . - . 
ee O | Bbecees\__. 4 ing epithelium, infiltration of 
: ia -} _. 3 polymorphonuclears, plasma cells, 
eee | and some lymphocytes with ge 
\ ~\-----/A----12 eralized cedema of all structur: 
/ a ge 
\ : The seminiferous tubules — fre 
Biicnscks~ -F eS gees pe 
; OE a4 quently show minut¢ 
Universal 67 - Universal 23 : 
focal abscesses, some 
INDURATION PUS FOUND times involving but few 
Fic. ; 
ee tubules, more often 
volving many. Tubular occlusion by cellular débris or polymorphonuclears 


is seen. Some tubules are occluded by cedema. Peritubular leucocytic 
tration is also common. The more advanced the disease, the greater the 
tendency to focal abscess formation. 

Of the 209 cases operated upon, regional involvement was greatest 
at the tail, but a surprisingly large number showed universal inflammation 
with great pain and without gross pus. (Table VI and Fig. 1.) It is to b 


TABLE VI. 


Surgical Pathology 








Inflammatory ( 
Involvement 
(No Pus) 

Head... 21 26 
Body. I i 
Tail... 8 1] 
Universal. .. 67 3 
Head and tail. . 5 ? 
Head and body 
Body and tail. . ; 
5 re 2 3 
Not recorded. . 105 0 
Abscess of testicle. . . 4 tir 
Sero-sanguinous fluid from epididymi 10 tit 
Cystic epididymis. . 5 tir 
noted, however, that examination of the sero-sanguinous fluid obtained on 


puncture of the epididymis in these cases reveals myriads of leucocytes 
Examination of the pus or serum obtained has in the hands of many revealed 
the invading gonococcus. A few attempts to isolate this organism in this 
series have been unsuccessful. 
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Symptoms.—Pain is the outstanding symptom in most instances. Quit 


commonly precursory groin discomfort, pain along the path of th rd, 
1 ache or shat 


localized 


p stabbing pain in the epididymis is noted many hours 


or even one or two days before the actual onset of the acute local symptoms 


Cord pain is due in part to drag of the testicle but chiefly to cedematous 
swelling, particularly within the limited confines of the inguinal 

in the epididymis is severe, best described as sickening in characte 

be referred to the lower back, rectum or the lower abdominal reg 

exaggerates the discomfort. The walking attitude is characterist 

ward stoop and a straddle gait. Not infrequently the patient 

by manual support of the testicle. There are sub-acute cases in which pain 


is minimal and the patient 1s oblivious to ought save a mild local swelling 


This condition is not infrequent, and unquestionably is, as had been pointe 


out elsewhere,’ a frequent cause of so-called idiopathic hydrocele 


Che usual il course of acute epididymitis is one of an abrupt onset 


with gradual decline or resolution covering a period of three to five days 
after institution of proper treatment he prehospitalization period of th 


acute disease in our patients 1s shown in Table VII. Most had the ndition 


TABLE VII 


} _ 

I 223 II 

> 302 13 

, 208 sO 14 

| 222 yc 

5 307 7 

f LSS [2 

7 ,51 22 

- > 

S-1O 279 I2 

§ uae 54 I4 

14-20 25 16 

21-2; oF | | 
»X—SQ XI 

Live 60 z¢ —4 
Not re 14 
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less than a week when they sought hospital care—one to five days was the 


duration before admission in half the cases. 
’ 


Cases in which the temperature and pain does not decline within the three 


to five-day period after hospitalization we may usually and correctly diagnos« 
abscess formation hese are best treated surgically. 

here are those patients in whom the condition is essentially asympto 
matic from onset but these are the unusual. On the other hand, the onset 
may be most violent with physical signs such as are commonly observed in 
the acute abdomen, as in two of our cases, or with exquisite pain in the 
epididymis with chills, fever, nausea, prostration and, rarely collapse. 

Diagnosis \s a rule the diagnosis is easily made by finding an acute 
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inflammatory process involving the epididymis in the presence of an urethral 
discharge. Demonstration of the gonococcus in the discharge is confirmatot 

for while acute epididymitis due to other organisms may occur, even in the 
presence of a gonorrhceal urethral discharge, such cases are most rare and 
open to question. The scrotum is swollen, often the seat of an acute hydrocel 
obscuring both testicle and epididymis. The scrotal skin is inflamed a 
cedematous, usually presenting a reddish-purple hue. The epididymis show 


earliest thickening at the globus minor but as the infection proceeds, 1 


entire organ may become involved and easily but tenderly palpable. Co 


changes are the rule. (Table VIII.) Thickening was noted 774 time 


TABLE VIII. 


Physical Examination—Spermatic Cord 


Non- 
urgical 
Normal 9QO7 | 
Tender and thickened 556 9 
Tender gI 7 
Thickened: 
Slightly 142 
Moderately 295 1] 
Greatly . 51 12 
Painful 32 
Vas: 
Thickened . . 10 
Tender.... 5 2 


Abscess 
Acute lower abdominal pain with vomiting 


this series, tenderness of varying degree 463 times. Vas changes are thosé 
of induration with enlargement (seven times), occasionally with gross s 


of localized abscess (twice). 





Changes in the prostate are variable. Prostatitis may usually be 
rectly diagnosed on digital findings. (Table IX.) Seminal vesiculitis on 
TABLE IX. 

Physical Examination—Prostate 
Ni n 
urgical 
Normal 162 
Small. . s 
Enlarged and nodular 273 1] 
Nodular 
Slightly 21 | 
Moderately 57 5 
Greatly 12 I 
Enlarged 
Slightly 72 I 
Moderately 221 34 
Greatly 38 ( 
Indurated I4I 22 
Tender 130 16 
Boggy 162 13 
the side of the epididymitis is characteristic, although at times conspicuously 


absent. Contralateral seminal vesicle involvement may be acute without 
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palpable evidence f involvement of the mate we should expr 
diseased (‘Table X.) 
Urethral smear when positive for gonococci clinches the diag: t 
TABLE X 
kixamin "1 min 
Een Lr ge 
Slicht 54 18 
M deratel 109 Id 
Great! R> ( 
Enlarged and tends 141 10 
Te tN ler 26 ) 
Indurated 112 
Involvement on op e o1 12 


Negative 179 If 


diagnostu exclu Ol gonorrhceal epididymit s by negative smeal el 
eous. The clinical findings are more reliable lable XI.) 
Ditferentiation must be made between gonorrhoeal, tubercul 
TABLE ’X] 
\ 


called non-specific epididymitis (B. coli, staphylococcus, etc.), pa 


the subacute cas Prostatic and seminal vesicle palpation, together wit 
examination ot the centrigulized urine lor gonoccoct, tubercl 


] 


) 1 ‘ ] ] 
B. coli or other organisms may aid in making the diagnosis in d 


Che complement fixation test, generally positive within two weeks after onset 
of the epididymitis but always sooner or later, must not be overlooked 
fuberculin may rule out or prove a tuberculous infection. Testicular tur 
or luetic orchitis may simulate a subacute epididymitis. l‘orsio1 f tl 
spermatic cord is often clinically quite indistinguishable from epid 
except To! absence ir signs Of a gonococcus infection 

Proanosis lhe mortalitv is low. Death seldom tollows o 
epididymitis, although a few fatalities from secondary peritonitis or septi 
cemia are on record. In this series there were no deaths. 

On the other hand, the morbidity is high, particularly because so 1 y ol 
these patients are rendered steril Benzla * in studying the offspring of Get 


ea without 


man soldiers found that 10.5 per cent. of those who had gonorrl 


epididymitis were childless; 23.4 per cent. with unilateral and 41.7 per cent 


with bilateral epididymitis were childless his suggests but does not prove 
male sterility In cases of sterile marriages, the male is at fault 15 to 20 


per cent. and unquestionably most of such sterility results from previous 
midid mitt 1 I], f > , 7] 10 tl | ‘ ] minitet 11 
epididymitis (usually of venereal origin) with occlusion of the sen MUS 


» 
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tubules. We are now engaged in a follow-up study of twenty-six bilateral 
operated and 172 bilateral unoperated cases in this series which will be 
reported later. 
Treatment.—Prophylaxis aims to keep an anterior urethritis f1 
TABLE XII. 


Treatment. 


Non- Pain Relieved H 

Surgical surgical after Suspensor 
Suspensory used. Ig! 2339 I-4 11 
Suspensory not used or _ not 5-8 832 

recorded 18 402 Q-I1 3 
Aolin. .. 50 12 71 
1d »2 
24 24 
30 22 
36 I 
45 


becoming posterior. If posterior infection does develop, extreme 


tion and gentleness are essential in carrying out instrumentati 


Certainly | : 22" no mstru 
ment should [~~ oom es CS enter thi 
i i : | 
canal dur- I; ly, ing the 
hI 44 
acute stage if ; nor shou 
- ye-- a | : 
the prostate Earnest CVeT ( 
2X I 1 }} 7 
massaged. i} 4} When the 
epididymitis is present in full | bloom, the patient is put to 
and the testicles immobilized. | lce cap to the inflamed p 
may relieve as will a hot water | | | bottle occasionally. — Splinti: 
- " . | | o ’ 
ot the scrota 1 contents 1s. } | however, the measure for raj 
} } 
relief from pain. This is | | accomplished with the adhesi 


scrotal suspensory devised on | 28" the Urological Service at Bell 


vue as a modification of the \lexander muslin suspenso! 


| 

| 

| 

| i at 
| dressing is simple. ( Fig. 


} 
The construction of this | | 
It is of adhesive tape of | dimensions indicated with a 
small roller bandage 21%4x1 | | | inch so placed that it will 
high in the scroto-perineal | angle, the object being to let ' 
support to the scrotal contents and to prevent these trom 
slipping downward. With this | _ roller bandage high in th 
scroto-perineal angle, the lower L * straps are brought around 
through the gluteal folds over Fic. 2. the hips ( Fig. 3) and the bro 
strap which in reality gives the suspension is brought up over the iliac crests 
(Fig. 4), thus holding the testicles high with firm support and complet 
immobilization. An additional cross strap suprapubically reinforces the 
dressing. This is the only dressing of which we are aware that will afford 
instantaneous relief from the acute pain of epididymitis. 


To ascertain the best treatment for this condition certain therapeuti 
experiments were carried out at Bellevue. In 1924, Dr. J. J. Toomey mac 
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foreign protein by 
series of fitty cases thus 
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cases 
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tried no 
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has been found useful by some. Sodium iodide intravenously has oftet 
been used, but neither at Bellevue nor elsewhere have we been convinced 
of its efficacy. 

The problem of surgical treatment is unquestionably the most difficult 
when to operate. At Bellevue the persistence of pain has become our crite: 
ion. (Table XIII.) If pain does not disappear within forty-eight hour 


TABLE XIII. 


Operation. 


Indication Anestheti: 
1. Pain and temperature. . 29 Local 
2. Pain 161 Gas oxygen ether 18 
3. Recurrence 9 Local to general 
4. Abscess } Spinal 
5. Not stated 6 
Type of Operation 
Epididymotomy 178 
Epididymectomy 2 
Orchidectomy 5 
Resection of Vas I 
Additional operation: 
H ydrocele I 


after confinement to bed and application of the suspensory without local 
signs of abscess formation, the case is deemed surgical. Some time ago a 
non-subsiding temperature was the criterion, but pain has been found 
much better guide. 


On admission the temperature ranges between 99° and 102° in 
the cases. (Table XIV.) After twenty-four hours in bed with suspenso 


TABLE XIV. 


Temperature. Davs t 
. } 
Under 99... 168 I | 
99- 99.9 585 2 ‘ 
100-100.9 582 3 7] 
IOI-I101.9 597 4 f 
102-102.9 307 5 4 
103-103.9 392 6 } 
104-104.9 142 7 | 
105 15 A.O.R 129 
Flare ups. 
i Pee 4 5 6 7 8 
40 28 48 22 s 6 


Most of these subsided within three days. Those not subsiding were treated surgi: 


over half of all cases will show a normal temperature. At the end of { 
eight hours three of every four will be normal. Temperature flare-ups, how 
ever, are not uncommon but usually subside within three days. On the other 
hand, patients may have considerable pain—enough to keep them awak 
nights—without temperature. These cases we deem operative and a surpris 
ing number show gross evidence of early abscess formation. It is for this 
reason that pain sufficient to keep the patient awake the second night is out 
criterion for performing epididymotomy in those cases not grossl) 
suppurating. 

Quite aside from the operative risk it has been urged by many that surgi 
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cal interference entails sterility of the involved organ Later obsery 
on cases having bilateral operation seem to have dispelled this feeling and a 
statistical study ot results obtained show that sterility after operation is c 


tainly no greater than without 
operation and some present 


7 


data to prove aspermia 1s less 


Y 





- , A 
frequent tollowing epididymot a. 
1 OY] 
omy. Surely sterility is no 
greatel with operation and the ] 
attendant discomfort and danget \ 
of such secondary complications 
, | 
as suppuration and subsequent ’ 
1 . . \ 
loss ot the testicle are minimized \ 
by early opening when indicated , | 
i | 
Acute pain i me of thes i 
fo | 
patients has beet reli ved by j 
p | 
subcutaneous puncture of the yf 
epididymis \lthough quite Ys D 
satisfactory, it 1s a blind surg! UTS es RE — 
cal procedure, palliative in many |} NS Lo \ 
cases (some have required open —_ 
epididym tomy latet and 1s not ZA cant 


3S N 
recommended tot eneral use \ 

; \ 
Open epididymotomy by the 
method ot Hagnet is the pro 


cedure of choice. It is relatively simple. effectual. does not incapacitate the 
patient for long and will save not only many epididymes from suppuratio1 
but not a tew testicles from secondary involvement 


Briefly this method of epididymotomy consists in the exposure 

















{ { y 
and multiple puncture of the involved epididymis hig. 5.) A Hagedorn 
Pa _ a — a J 

gt eal 
I } ee ee 
| 3 a 
a — 
a — p 'e- 
| . i | | eee 
} ; a 
— a } : — 
; ne SS 
ee ae 
ie 12 4 4 * 16° + 
le 53° 4 
Fi 
needle serves admirably for making the punctures. Relief is afforded by 
relaxation of capsular tension about the organ with liberation of a « In 
amount ot serous fluid Droplets of tree pus are often encountered an i 
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small incision into such punctate abscesses is advised. Following puncture, 
the organ is replaced in the scrotum and the incision closed with a small 
cigarettc drain at the lower angle. The scrotal hemostatic compressio1 
bandage also devised on the Urological Service at Bellevue is then applied.’ 

Essentially a four-tailed adhesive bandage of construction and dimen 
sions indicated in Fig. 6, and fitted with a roller which is placed snugly high 


in the scrotal-perineal angle (Fig. 7) the lower straps are fastened to th¢ 
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skin through the gluteal folds and brought around over the hips. (Fig. & 
The upper wider straps are brought up over the anterior abdominal wall, 
hemming in the scrotal contents firmly on each side. (Fig. 9.) An 
tional cross suprapubic strapping lends support and adds materially to 
compression brought upon the scrotum. This dressing has practically e! 
nated post-operative scrotal bleeding at once so distressing and at times 
alarming and so frequently occurring in the loose tissues of the scrotun 

Post-operative care requires but the removal of the cigarette drain aft 
twenty-four hours and the removal of the sutures on the fifth day. Mo 
these patients are sent home on the sixth day, the average period of hospit 
residence in uncomplicated surgical cases being 7.5 days, of all our cases 
3.8 days as shown in Table XV. 

TABLE XV, 
Period of Hospitalization 


Days urgical Days 


I 321 2 2 (A.O.R.)* 
2 528 3 1 (A.O.R 
3 673 rl 7 A.O.} 
4 452 5 21 
5 310 6 gl 
6 117 7 $1 
7 ie 135 8-13 35 
Over 7 225 Over 2 weekst 11 
Average... 3.8 day Average 7.5 
*A.O.R. Left Hospital. ‘At Own Risk.” 
t Longest hospitalization 49 days. This patient had an epididymotomy follow: 


epididymectomy with subsequent infection and orchidectomy. 
D&d 
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C omplicatioj scrotal infections superficial and deep rreque nt 
low Operation he former cause no distre ss. the latte1 sometimes 71 lve 
the testicle with abscess formation, necessitating orchidectomy as ccurre 
eight times in this series. Chrombosis of the cord secondary t era 
inflammation occurred four times with gangrene of the testicle. 

Recurrence afte epididymotomy is a comparative rarity and ( 
cases epididymectomy is usually indicated, particularly when th. 
are severe abl 
XVI } \I an patients 

=a4 iThial ) 

have multiple recurrent } v 
attacks of subacute type, / 


the pain lasting but a few / 


- | 
hours hese re est | | 
left alone Wi re \ 
peat CD avi m1es 
twice in this seri ind 
epididymectomy thre 
times for recurrence tol 
lowing primary epididy 


motomy For recurrent 


Operati I epididvmec 


tomy was done six times 





Class ( ‘7 os Ti 

, , , aes 
would be less liber 
doing epididvme tomy \ | } 
for recurrent att 

] , 

Che « cur st-epididymiutis sterility lies in operation \ 
motom Vv the method of Martin has helped In some cases Ni 1 
Cases has been 5 treated 

PAt XVI 
4 i} } 
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Sul juent l reatme nt, During the acute period of the inflamn itor) 
process all local urethral treatment must be st pped., Rarely is it wise te 
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resume this until a month has elapsed, although sometimes we institute treat 
ment by the third week. It must be done with greatest caution and gentlen¢ 
as acute flare-ups are not infrequent following resumption of urethral inj: 


tions. Instruments must be withheld from the urethra for a much longe: 


period. Prostatic massage is attempted with considerable trepidation until 
least six weeks have elapsed. Therefore, equally great care and skill mu 
be exhibited in the subsequent treatment of the epididymitis patient as in t! 
original attack since recurrences from ill-usage are frequent. 


Acceleration of resolution and resorption of the exudate is best achi 


by the use of the adhesive suspensory for at least ten days after the patient 


leaves his bed. Palpable post-inflammatory infiltration of the epidid 
persists for at least six months after the acute attack, not infrequent! 
for life. 

In conclusion then, gonorrheeal epididymitis is a pandemic diseas¢ 
of early adult life occurring with slightly greater frequency on the right sick 
approximately one in fifteen are bilateral, and approximately the samy 
centage require operation. Rest in bed, splinting of the scrotal contents 


the adhesive suspensory described and the application of an ice cap—all 


without urethral treatment—constitutes the best method yet devised for th 
non-surgical treatment of this condition. Epididymotomy affords immediat: 
relief from pain and, in the average case, hospitalizes the patient but 3.; 
days longer than non-surgical treatment. 
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TUBERCULOSIS OF THE KIDNEY IN PREGNANCY* 


By WINFIELD Scott Pucu, M.D. 
or New York, N. ¥ 


A REVIEW ot the literature shows us that cases of tuberculos! fF the 
kidney associated with pregnancy are so seldom reported as to he reval le 


as rare. (wing to the lack of systematic grouping and classification of case 


in which this lesion is associated with pregnancy, it is difficult to determine 


the frequency with which it occurs. James Israel and W. E. Stevens each 
report two cases, no other authors having reported more than on In 3103 
patients at the Stantord Clinic only one case was found. Some writers 
believe that there is a natural resistance of pregnant women to tuberculosis 


lhe contrary 1s, however true, pregnancy 1s more than likely, as a result of 
increased physiological activity to hght up any old focus of tuberculos 


In a careful survey of the records of an institution with a large maternity 


service, 6000 consecutive records show not one case diagnosed in pregnat 
note the word diagnosed, it is highly significant. 
In attempting to judge the frequency of these cases, \Werboff emphasizes 


the necessity of remembering cases in which interruption of pregnancy was 
undertaken Owing | renal symptoms lhe real causes of these case ar¢ 
often undetermined. It being a fact that renal tuberculosis is more common 
in women; would it not seem natural to accept the theory that exacerbations 


are caused by pregnancy. 


In all renal affections of pregnancy the right kidney 1s most often affected 
This is also true of renal tuberculosis. 


Symptoms The peculiarities of symptomatology in renal tuberculosis 


during pregnancy are largely due to the changes in the urinary passages dut 


ing this period. In the majority of pregnant women suffering from this 
disease, the first symptom is pollakiuria usually of the painful type. Undue 
frequen vy of urination is not uncommon in normal gestation, It is, however, 


usually painless and diurnal. In the tuberculosis of the kidney in 


r 
> 


it is both day and nightly. 
Pyuria is so often asso iated with other diseases that in itself it has littl 


significance in diagnosis. Hmaturia is a tairly trequent occurrence and 1s 


often one of the first symptoms noted. It must, however, be distinguish 

from the hemorrhages of the bladder and urethra trequently seen in preg 
nancy. A few authors speak of violent renal pains during the course of the 
disease. In one of Israel's cases renal colic was noted during the first weeks 
of pregnancy. In this case interruption of the pregnancy resulted in making 
the intervals between the attacks more prolonged. lever as a symptom 1s 


present to a greater degree and with greater constancy than in ordinary rena! 


* Read before the Southeastern Clinical Society of New York, May 10, 19 
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tuberculosis. The temperature often runs around 40° F. and is hectic 


nature. Small quantities of albumin so characteristic of renal tuberculos 
appear frequently, particularly in the latter months. 
The most important finding is of course the tubercle bacillus. Som 


investigators believe that the organism 1s found in 100 per cent. of the 
cases. Others (and this is more likely) have found it in only 20 to 25 pet 
cent. But even the finding of the tubercle bacilli does not clinch the diag 
nosis, as bacilli may also be found in excreting tuberculosis and 
so-called tubercular nephritis. 

Gratke reports a case in which the presence of leucocytes, erythrocyt 
and tuberculosis in the urine was made the basis of a diagnosis. [xcisio1 
the kidney revealed no evidence of tuberculosis. The tuberculin test is n 
of very great value in this particular lesion. This is because of a greatly 
reduced sensibility of the pregnant to tuberculin. 

A very important procedure in these cases is vaginal palpation of the 
ureters. This is a field which has been so well discussed by A. M. Ju 
Investigation in this way will usually locate the diseased side. An increass 


irritability of the corresponding ureter is usually present in the very 


stages, and before any bladder changes have developed. It has been said 
the ureters are sensitive in an ordinary pregnancy. ‘This is true but they ar 
not painfully so. We must also study this symptom in the differential diag 
nosis of stone. 

Renal function tests may be dismissed as of little value as these ar 


commonly affected by ordinary pregnancy. 


Cystoscopy and ureteral catheterization are not contra-indicated dut ng 
pregnancy except perhaps just before delivery. [Even this is doubtful. We 
believe that these extremely valuable procedures should never be neglected 


Failure to use them probably accounts for many undiagnosed cases of the 
disease under consideration. Ureteral catheterization and pyelography giv: 
us the only certain information regarding the condition of the kidneys 

Diagnosis—In diagnosis the following diseases must be consider 
Acute pyelitis—this usually does not appear until the latter half of preg 
nancy. Renal tuberculosis usually manifests itself very early. Pyonephi 
renal calculi, glomerulonephritis and tumors can all be ruled out by a caretul 
complete urological examination. 

Treatment.—In reference to treatment, the physician has three courses 
open to him: (a) Palliative. (b) Conservative. (c) Radical. 

In the conservative treatment one merely adopts an expectant attituc 
giving symptomatic treatment until the end of pregnancy, a method only to 
be adopted where no competent assistance is at hand. 

The palliative treatment consists in the emptying of the uterus in order 
to do away with the injurious effect of pregnancy on the tuberculous process 

Radical treatment consists in nephrectomy or a combination of abortion 


and nephrectomy. Removal of the kidney is certainly the method of choice 














in unilateral renal tuberculosis. ‘The conservative measures should 
tor lateral affect Nn or tO tube cul S remaining ki é 

Miirabeau be these indi ( oO n both the ( 
non-pregnant. A review ot the literature shows that in 69 per ce 
in which exacerbation of unilateral tuberculosis occurred during 
Dortiol ir me my became mme ite] eC ir i hus 
that pregnancy instead of increasing the necessity for const it 
of re uber would contra-indicate 1 \s the renal 
exacel ated : | er cent. of the cases 1 mediate inte el 0 
Certainly interruption of pregnancy does 1 stop the tubercu ess 
and this procedure is particularly dangerous during the latter mont tte 
caretul COonsidce! 1 ind an @xtenslve experience n the re 
pregnancy we unhesitatit recommend nephrectomy 1 he 


tubercular int We ha ( ( e re Is « ; 

which ie phre l was pertornmi 1)) thers this group 

resulted in an u errupted pregnancy and delivery at tull ter 

abortion had to be resorted to after the nephrecton Che remainit os 

vague. (t the three cases wi hav serve tw went 1 tull ter: llowl 
1] ‘ thi: ] =4 + ¢] ’ +} +} +} 

nephrectomy phe third was aported at the urth month, the |] 
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patient reruses ectol or when an intection of the remait 
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the course of pregnancy and on the child in a series of four cases not operated 
upon was as TOolows 

Abortion occurred in two cases, one child was infected at 
subsequently died of tuberculosis, one normal child was deliver t te 
his certainly demonstrates the advantage to both mother a1 
immediate nephrectomy. 

Ri ults of } foul ‘rom the cases collected by stevens ti 
clusion may well be drawn that pregnant women stand the operation particu 
larly well. It is apparently no more serious than when attempt n the 


non-gravid state Following the removal of a kidney as here considered 


Stevens urges that tuberculin be administered, the urine examined fot 
considerable period of time and the patient kept under observation his 1s 
scientihe urology and certainly needs no comment 
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Case I—M. L., white, age twenty-six, native of Poland. Present complaint 
Pollakiuria, nocturnal and diurnal. Four months pregnant. Family history: No re 
of tuberculosis. 

Previous personal: Measles and scarlatina in childhood. Rheumatism at eightee1 
Several attacks of bronchitis during the past few years. One normal childbirth thre: 
years ago. 

Present illness: Patient has noticed for the past two months a gradual increas« 
the frequency of urination. She has not bothered very much about this until th 
two weeks. Since this time the frequency is day and night and quite painful. Ther 
is also slight pain at times over the right renal area, radiating down along the cou 
of the ureter. At this point she was referred to us. 

Examination shows a rather delicate looking woman apparently about four month 
advanced in gesiation. An examination of her heart and lungs made by Dr. S. Li 
revealed no apparent tubercular lesion. Abdominal palpation reveals aside from t! 
pregnant uteris, a distinctly enlarged and painful kidney. Catheterized specimen of ur 
shows much pus, but no apparent tubercle bacilli. A complete urological examinati 
was decided upon. The report follows: 

Cystoscope enters bladder readily with but little pain. On filling the bladder « 
siderable irritability was noticed when the viscus contained over 100 c.c. The important 
feature in the bladder was a slight ulceration just below the right ureteral orific 
Marked tent-like retraction was noted in the right ureter. Catheters pass readily 
both pelves. Specimens taken show the following: 


Right kidney Left kidney 
Color—very cloudy Clear 
Urea—trace 14% 
P. S. P.—trace in 15 mis 3 mis. 
Pus—abundant None 
R. B. C—a few None 
Albumin—considerable None 
 & Ce none None 


Guinea-pig inoculations from the right ureter were later positive. 

It was considered unwise (by consultants) to do a pyelogram, as enough evidence 
was already available. Nephrectomy was performed with a great improvement 
patient’s condition and she went on to a full-term delivery 

Case I].—Mrs. McD. (Patient of Doctor McGivern.) White, age thirty 
native of Ireland. Present complaint: Urgency and frequency in urination, about 
months’ pregnant. 

Family history: Mother and one brother died of a pulmonary, disease probal 
tuberculosis. Previous personal: Bronchitis, pertussis and pneumonia during intat 

Two previous maternities. History otherwise negative. 

Present illness: Patient states that about two months ago a pollakiuria appeared at 
first only during the day, but that recently it also annoys her at might. Urination ha 
become painful and urgent. Pain has appeared over the right kidney. Her physicia 
has examined her carefully for tuberculosis of the lungs and has also had the ur 
examined repeatedly, and it is always negative for tubercle bacilli. 

A complete urological examination was made. This revealed marked contractior 
of the bladder and pus coming from the right ureter. The pus contained tubercle bacilli 
No response to functional test of right kidney. Pyelogram showed the typical mot! 
eaten kidney so often seen in renal tuberculosis. Vaginal examination revealed 
markedly swollen and painful ureter on the right side. Diagnosis of renal tuberculo 
Operation of nephrectomy was performed about two weeks later. Convalescence wa 
uneventful. Labor occurred at about eight months. The child is apparently healthy 
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THE PATHOLOGY OF CHARCOT JOINTS* 
By Wiis Joun Ports, M.D. 


or Oak Park, ILL. 


FROM THE DEPARTMENT OF SURGERY OF RUSH MEDICAL COLLEGE AND THE PRESBYTERIAN HOSPITAI 


CHARCOT, or neuropathic joints, present variable pathological pictures 
depending upon the time of observation. Because of the painless onset, th: 
condition is rarely seen before marked bone and joint pathology eX! 
Atrophic and_ hype: 
trophic changes in the 
articulating bones ar 
described; one wt 
claiming atropl 
another hypertrophy 
the predominating pat! 
logical change. As 
result, two kinds 
arthropathy have bee: 
thought to exist. lt 
believed that this vari 
tion depends only wy 
the time of observatior 
and that all uncomp! 
cated Charcot joints 
through a definite 
similar process of chang 
in this order: loss 
protective joint sensibil 


itv; relaxation of 





1 


lateral ligaments wit! 
Pee. 3: Case I.) Charcot shoulder wit lerosis of the head of the consequent minor ma 
humerus. Six weeks old fracture of the humerus . 
ginal and major joint 
fractures; destruction of the articular cartilage and the intra-articular liga 
ments; sclerosis of the bone ends denuded of cartilage; peri-articular and 
par-osteal bone production ; continued erosion and fracture of the articulating 
ends; and finally, when the bones no longer articulate, or when invalidism 
occurs, atrophy. The process may stop at any point, or any of the above 
characteristics may predominate or be subordinated depending upon 
joint involved and the extent of the nerve injury. 

Pathogenesis —In the light of our present knowledge the pathogenesis 
seems clear. The original theory of Charcot that neuro-arthropathy is du 

* Read in part before the Chicago Surgical Society, February 4, 1927. 
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primarily to a change in the central nervous system is still generally accepte: 
If the two cases of Charcot joints following peripheral nerve injury reported 
by Philips and Rosenheck' prove after sufficiently long observation to bx 
such; the theory will have to be extended to include also lesions of the 
peripheral nerves. Any joint deprived of its sensory mechanism and subject 
to trauma may become a typical Charcot joint. Arthropathies have beet 
reported following stab wounds of the back, brachial plexus injuries, trai 
verse myelitis, spina bifida, and amyotrophic lateral sclerosis. Most of the 
cases, however, are seen 
in tabes and syringo 
myelia; approximately) 
10 per cent. of tabeti 
and 25 per cent. of 
syringomyelitics develop 
ing typical joint change 
(Borchard *.) Ther 
no reason why Charcot 
joints cannot develop as 
bh well following a periph 
eral sensory as a central 
sensory nerve lesion, pro 
vided the motor power 
of the member has not 
been involved. Eloesse1 
proved trauma an esse1 


tial factor. He cut the 





posterior Sensory nerve 


> . , roots o one leg un a 
Fic. 3.—(Case II.) (a) Par-osteal bone; (b) bone plaques in the t t 5 
capsule; (c) peri-articular bone; (d) articular cartilage preserved; (e) number ot cats N one 
normal bone; (f) remnant of cruciate ligament; (g) sclerotic bone; (A) ‘ . : 

marginal fracture. of the animals showe 


joint changes. Trauma to the densitized joints resulted in the development 
of typical arthropathies in every animal experimented upon. In the course 
of recent experiments requiring the desensitization of a limb (work to be 
reported later), | cut the posterior sensory nerve roots to one hind leg in 
eighteen dogs. No gross joint changes followed. The body weight of the 
animal distributed to four extremities lessens the strain on the desensitized 
joint. Trauma does not occur, and arthropathies do not develop. That 
trauma is an essential factor is suggested by the greater frequency of tabeti 
joints in the pre-ataxic stage. Likely in these cases the first change is in 
the sensory nerves to the joint. Normal movement is not interfered with, 
and the joint surfaces are subjected to greater strains than in the ataxic stage 

It is believed that in a true flaccid paralysis arthropathy does not develop 
because one of the essential factors is missing—the necessary muscle powet 
to manipulate the joint and bring the articulating bones into forceful appos! 
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tion. However, Mme. Dejerine* found thirty-eight instances of para 
osteoarthropathy in hfty-eight cases of paraplegia. The authors think this 


condition does not occur in cases of destruction of the gray cells below the 
site of injury. They ascribe the new bone growth to an irritability of th 
nerve cells of the intermediate gray column in the segments of the dorsal cord 
below the injury, and to irritation from involuntary movement 

The apparent paradox of pain in an insensitive joint has caused some 
question whether the sensory nerve lesion is essential. Oehlecker,® and mor 
recent ly loesser ® 
demonstrated by thrust 
ing a pin through the 
sensitive sott tissues into 
the joint that its surfaces 
and the periosteum about 
the joint are insensitive. 
The pain caused by effu 


sions into the joint is due 


to the distention of the 
soft tissues. 

Gross Patholoa 
Relaxation from tear of 
the lateral ligaments 1s 
the first grossly recog 
nizable change. It 1s 
manifested clinically by 
an increased lateral mo 
bility of the jomt. This 


results in joint injury. 





Contusions, loosening oft 


osteophytes, and mar Fic. 4 Ca I ( t knee and - Sect 

ginal fractures, especially anterior surface ft i Bin te ppp fe 

S > q { . nip ec 4 

in the lower limbs, often — _ 

with effusions, follow. Villous formations of vascular character grow 


on the inner margin of the capsule and in the intercondylar spaces. If a 
fracture occurs through these villi, or if they are severely contused, hemor 
rhagic effusion results. The small detached fragments. microscopic or gross, 
remain in the joint or lodge in the capsule and the surrounding ligaments 
where they grow and form the loose bodies in the joint and the bone islands 
about the joint characteristic of neuro-arthropathy. 

Peri-articular bone formations in the early stages present a picture iden 
tical with that of hypertrophic osteo-arthritis. As the process advances 
these masses become larger and more irregular than in arthritis, and extend 
on the shaft for a cm. to 10 em. or more. This parosteal bone is pathogno- 
monic of a Charcot joint. It may grow into the ligaments and extend into 
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the muscle resembling myositis ossificans, with this difference, that mvositis 
ossificans is rarely connected with the joint except in elbow  injuri 
(Machol*) The haphazard arrangement of this bone suggests that it grow 
in response to continued irritation. 

Intra-articular destruction begins early and continues as long as_ th 
, patient lives. The cruciate ligament 

and the semi-lunar cartilages in 
knee and the teres ligament in the | 
are destroyed. The articular cartil 
is slowly and painlessly worn aw 
usually first on the distal surface. As 
long as it remains intact there i 
gross change in the underlying b 
but as soon as the bone is exp 
sclerosis occurs. This hardening pro 
ess can be observed at some tit 
the development of all ordinary ‘ 
cot joints. It is not a part ot 
disease but rather a local, prot 
bone reaction. 

It is claimed that the shoul 
and hip-joints usually show atrophi 
changes only. I believe they 
through the same process as any other 
joint. Because of the constructio: 
the hip and its great liability to 
ture of the neck when densensitiz 
these cases usually come under obse1 
vation when fracture occurs, bet 
marked joint pathology exists, ¢ 
when function is interfered wit! 
to absorption of the head a1 
extensive joint disorganization. [1 


affected shoulder-joint relaxatio 





the ligaments allows the head of the 


humerus to fall far from the gle: 
Fic. 5.—(Case I.) Section from the head of the es - : 
humerus. (a) Articular cartilage preserved; (b) re- tossa. Atrophy trom lack ot arti 
placement of marrow by fat; (c) articular cartilage é . . 
worn away, bone sclerotic. tion and lessened use follows. 


Case I—C. W., age seventy-one, with tabetic paraplegia for twenty-two 


entered the Presbyterian Hospital on Doctor Phemister’s service with a recent traun 
fracture of the right humerus, and Charcot joints of the right shoulder and spin 
weeks after placing the fractured humerus in a plaster case the patient di 


pyelo-nephritis secondary to bladder incontinence and overflow. The right humeru 
the entire spinal column were removed for study. 
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' ° 
Where the articular cartilage of th head of the 1 = 
I area 5 cm. in diameter, the hone is smo th and eburnated wit 
this sclerosis, of uniform densit to ext ibout I en to the \ 
denuded area the cartilage increases from paper thickness to normal at 
It is irregular, pitte and nodular At the margi s lippit 
character Anterior to the intertubercular sulcus lies an are 1 OF par t 2 
: cm., and cm. thick. (Fig. 1.) 
The fractured humerus illustrates thi same ¢ Qe een in the S 
sclerosis of the ends 1 the 
fragments, and an exter 1VE 
overgrowth of cart! 1g he 
fracture was painl the 
patient very unru and 
' 1 
consequent! 1 great ¢ f 
irritation of the fragments 
resulted from movement i 
fixation appliance XC 
sive callous formati n five 
weeks i! a Mma { 1K 
years old emphasizes _ th 
value ot mobilizatior in 
callous formatior (Fig. 1.) 
In the spine thers is 
marked arthropat! etween 
the first and second and th 
second ind t} ad n ul 
vertebra al mite cu 
lar cartilage is 1 t 2 
j mm, thich ind in t 1s 
Is entire eon Sclerosis 
| 
of the apposing surface 
marked Py olif , tive 
arthritis at the margins ic 
extensive, and ha resulted 
in be bridging | od 
’ 





lhe knee is the most common site of neuro arthropathy. The f llowing 


case is typical 


Case I] M1 R. M., age forty-thre had 


iL \ e, ad swelli g of the right knee | | 5 
grating in the joint tor three iT she entered the P esbyterian Hospit l n Doctor 
Gatewood’s service in semi-comatose ondition \ perforating ulcer of the right great 
toe had become infected and ri sulted in septicemia. Sh died three days after admissi 
\t autopsy the right tibia and femur were removed for study 

The changes are characteristic , ! a moderately advanced Charcot kne« The capsule 
is greatly stretched, thickened, and contains many bone plaques. Erosion of the 
articular cartilage of the lateral condyle of the femur due to weight bearing in a 
extreme valgus position has resulted i eburnatior { the denuded bone ne 
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beneath the irregular but intact articular cartilage of the medial condvl 
gross change. There is extensive peri-articular bone formation along the maz 
the medial condyle. Par-osteal bone 1 cm. thick extends up the medial sur! 

the shaft of the femur 6cm. (Fig. 3.) 

The cruciate ligaments and the semilunar cartilages are entirely destrove: 
medial tuberosity of the tibia is on a plane 2 cm. lower than the lateral, which ha 
been worn down. Its margin is free of cartilage, and sclerotic. In the { 
cartilage is preserved. The upper surface of the lateral conydle with no cartilag 


covering consists o} 


bone. The joint 
the pate lla show 
changes. Peri-articul 
in large masse 


irregularly from the 
gins of the patella 
condyle Ss. (Fig 4 ) 
Although this 
complained of no t1 
her hip, it shows the 
changes of neur 
pathy. The capsul 
ened. At the irt 


margin of the head 
lipping, jagged in 
where marginal f: 
have occurre¢ Plac 
bone from 1 to 2 mn 


diameter are attached 
neck of the femur. all 
the capsul The tere 
ment 1s in shred 
articular cartilage 
down, and at the pe 
weight bearing over 

cm. in diameter 
iway. In this small ar 
underlying bone is alr 


sclerotic. (Fig i.) 





Fic. 6B (Case III Same as 6A six mont! ter. Complete sep- Microscopi i 
= ae ogy.— The micros 
picture is that of repair Of irritated and broken tissue. The capsule consi 
of fibrous tissue in which at times are embedded islands of bone and cartilage 


The bone is of cancellous structure; the cartilage, hyaline. Deposit 


calcium salts may lie in the scar tissue about the fragments. (Kawamut 
The peri-articular and par-osteal bone attached to the cortex and 
periosteum invades irregularly the surrounding fibrous tissue. Areas 
ossifying cartilage are scattered in this bone. Lymphoid cell nests resemblit 
bone-marrow are present where the bone is thick. In places there is o 
cation of the fibrous tissue replacing the tendons and muscles. ( Barth 
The synovia is thickened. Serous or sero-hemorrhagic fluid is comm 
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found in the joint. Villous formations attached to the inner surfac« th 


capsule and the intercondylar spaces consist of loose vascular cot 


tissue and fat. ‘The walls of the vessels are thickened, and some are throm 
bosed. Where articulation occurs poorly the cartilage is very irregular and 
permeated with fibrous tissue. In the bone ends where the cartilage is not 
destroyed the marrow is partly replaced by fat. Areas of bone absorptior 


occur. The haversian canals are widened. Where the cartilage is worn aw 





tre bone is greatly increased in density 


le interstices betwee the bone 


formations are small and filled with fibrous tissue Fig. 5.) 
X-ray Pathology.—The rontgenographic findings are of prime importat 
as they illustrate the “ pathology of the living.” 
The first deviations from normal are: increase in the joint space due 


to ligament relaxation and wearing down of the articular cartilage ; roughen 


ing of the joint margins due to marginal fractures; and joint lipping. Occa- 


sionally, as is illustrated in the following case, an intra-articular fracture 


the first evidence of neuro-arthropathy. 

Case III.—J. B., age thirty-eight, came to the Central Free Dispensary complaining 
of a swollen, persistently painful left knec Nine months previous while crossing the 
street he had twisted the knee Immediate swelling and pain developed and persisted 
He was treated as a case of mild arthritis. Examination revealed moderate swelling of 
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the knee, tenderness and crepitus over the medial tuberosity of the tibia, slight resist 
to flexion and extension, and excessive freedom of motion laterally. The X-ray dis« 
a complete fracture of the internal tuberosity of the tibia; moderate peri-articulat 
formation; increase of the joint space ; s¢ lerosis of the upper end of the tibia. (Fig 


The patient refused treatment. In six months he returned with marked advanc« 


the process, but alleviation of all pain. (Fig. 6B.) 


As process advances, sclerosis of bone ends denuded of cartilage app: 


in X-ray. Bony islands formed from loosened fragments appear in the joint 


and par-osteal bone is  pathog: 
monic of the process. \s sel 


and multiple fractures and eros 
occur, complete disorganization 


lows, and the joint becomes liter 


That the sclerosis mentiot 
above occurs in upper extremity 
hip arthropathy is illustrated in | 
1 and in the following cases: 

Case I1V.—C. H., age fort 


tabetic, had had bilateral “hip t 


requiring the aid of crutches 
years. Seven months previous to ex 
nation by Doctor Bevan he had sust 


an injury to the left elbow. Swelling, | 


and limitation of function persisted 


X-ray Examination.—The head, 


and lesser trochanter of each femur 
gone. The shafts are displace d upwatl 
within one inch of the level of the ant 
superior spines. In the right aceta 


there is a remnant of the head 





femur. Both femoral shafts and the 
Fic. 8.—(Case IV.) Charcot Elbow. Atrophy ofnon- tabular region show marked at 
articulating radius; sclerosis of articulating ulna 


There is no par-osteal bone. (Fig 

In the elbow-joint there is destruction of the articular surfaces. Loose bodi 
the joint and bony deposits in the capsule are evident. The external condyle 
humerus, the head and neck oi the radius are gone. Peri-articular and par-osteal 
on the lower end of the humerus and upper end of the ulna are marked. Atroph 
the upper end of the radius which does not articulate, and sclerosis of the ulna wl 
does articulate. (Fig. 8.) 
! 


Case V.—F. B., age thirty, fell while attempting to board a car, and sustained 
\ | 


injury to his hip. Severe pain and complete loss of function resulted. When seen 


and its capsule. The peri-articul 


tion in and about the joint lesse1 


a bag of bones. The atrophy whi 


appears late is the atrophy of disus 


days later, local examination revealed 1 cm. shortening of the thigh, and moderat 


tenderness in the hip on pressure and motion. 
X-ray examination discloses narrowing of the joint space superiorly, wide 


medially ; flattening of the head of the femur; sclerosis of the head and the region al 
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the acetabulum; bone production and bone destruction; granular debris in the 
(Fig. 9.) 

Case VI.—V. S., age fifty-three, laborer, with syringomyelia, presented | 
with trophic ulcers of the right chest wall and an advanced right Charcot s' 
His occupation, that of hide scraper, resulted in a great deal of irritation of the 


g. 10.) The upper one-tl 


with consequent extensive overgrowth of bone. (F 


the humerus is gone but the remnant, still articulating, is sclerotic. 


We have illustrated in Case IV the stage of atrophy from lack of 
lation; in Cases V and VI the stage of sclerosis and hypertrophy 
elbow-joint in Case V illustrates both conditions in the same joint. 

Discussion.—Neuro-arthropathy may affect any joint in the body. Ty 
conditions must obtain: a change in the sensory nerves of, and trauma 
the joint. As long as the existence of trophic nerves is unproven there 
no reason to believe this condition due to anything but the destructior 
must follow in a joint without its protective sensory mechanism. W] 
the bones are deprived of the accurate weight distributing power ot 
muscles and of the stabilizing protection afforded by an intact reflex net 
mechanism minor stresses will result in damage. So-called spontaneou 
fractures in tabetics are common for this reason. 


a 


On this hypothesis neutropathic joints are simply changing picture 
destruction and erosion and nature’s attempt to stop the damage by scle1 
and repair the damage by building up new bone. The bizarre picture 
the result of the excessive rapidity of either process. 

Modifying terms, if any, should be those descriptive of the predor 
Ing process. 

This study was made at the suggestion of Doctor Phemister to wl! 
I am indebted. 


' Philips, H. B., and Rosenheck, | Neuro-arthropathies of Peripheral Nerve O 
J. A. M. A., vol. Ixxxvi, p. 169, 1926 
* Borchard: Quoted by Oecehlecker. F Beitrage z. Klin. Chir... vol. xcii, p. 5900 


Eloesser, L.: On the Nature of Neuropathic Affection of Joints. ANNat 
GERY, vol. Ixvi, p. 201, 1917 


: Dejerine, Mme.: Para-osteo-arthropathies des Parapl giques par Lesion Me 
Ann. de Med., vol. v, p. 497, 19018. /hid.: Rev. d. Neurol., vol. xxvi, p 399, 1018 
Oehlecker, F: Ein weiterer Beitrag zur Klinik, Unfallbegutachtung und Bel 
tabischen Gelenkerkrankunget Beitrage z. Klin. Chir., vol. xcii, pp. 599-661 
*Eloesser, L.: Sign Occurring in Cases of Charcot Joints. J. A. M. A., vol 


p. 004, 1921. 
"Machol, A.: Die Luxatio cubiti posterior und ihr Verhaltnis zur sogenannten M 
Ossificans traumatica. Beitrage z. Klin. Chir., vol. lvi, p. 775, 1908. 
“Kawamura, K.: Beitrage zur Tabischen Osteoarthropathie. Deut. Zeit. fiir ( 
Cxv, pp. 368-406, 1912. 
3arth: Histologische Knochenunterzuchung bei Tabischen Arthropathi« Archiv. KI 
Chir., vol. lxix, p. 174, 1902. 
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PREPARATION OF COLLOIDAL LEAD 
THERAPEUTIC USE 
By HeLten Quincy Wooparp 
or New York, N. ¥ 


FOR 


[HE present paper presents a technic for the pre 
which is based upon Bredig’s ' method for the pr ation O 
his technic has be used in the pri ition of colloidal lea 
intravenous injection in this hospital In Bredig’s method tw 
trodes are immerse n wate some electrolyte lution \ 
then passed throug e electrodes. wl st far enous 
that an electric arc is formed between then he arc disintegrate 
of the electrodes w h dispers« S qu mat p 
colloid lhe stab of the ( rmies Tr LIT e « 
the experiment e metal use: Colloid mber of diffe 
may be made in 1 way 

Apparatus pparatus, illustrate ( ya 
I) consists essentl Ta leat late a ( S ‘ 
foil as kathode iolder for the kathode is cation o 
arcing stand des r by Beans and Eas i 
block carrying the contact plug “A”, and the screw feed “| 
connection is mad rough the sliding tact. “*( with the bras 
which may be ted W slowly by means O the SCTCW teed | 
electrode holdet I e Tastened to stal Vy mea it the clamp 
electrode ““F"’ 1s ( P. lea \ cl : ( r thie 
fastened there | ea the si ere ‘i 

Lhe DOSITIVE ( Ss the ( ( | f 
to the top ot the beak 1, af L round uch a ( 
the bottom of the beake1 lhe beaker is covered with a n 
which is perforated to admit the passage of the kathode and 
tube =" and the thermometer “K” he be er 1S immerse 
bath with an out! not shown in the figure), so that the ter 
sol may be kept v during arcing 

The electrodes f riped are conne r erie ith 
one or more rheos oa 120 volt LD, ¢ rcuit \ voltmet 
In parallel with It is desirable that e | he resistat 
circuit should have a large self-inductance, as this aids in the mai 


a steady ar 


7 
commercial sheet 


“Pueblo” lead toll 


rm ¢ mplement 


ment of Malignant 


he lead used for the anode in this work was 


lead from the National Lead ( hat for tl 


e paper by Stor and Cra ) ithe ( 
pla tt nthe A I OF SURGERY, Septembe 
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and Refining Co. It was obtained in ribbons 8 cm. wide, weighing 1.2 gm) 
per linear cm. Sections of this ribbon were rolled lengthwise to 
the electrode. 

Method. —tThe electrolyte solution or the distilled water in which 
is to be made is first boiled to expel the major portion of the carbon dioxid 
it contains. The beaker is immediately transferred to the water bath, | 
the anode and the mica cover are put in place. The thermometer is adjusted 
below the surface of the solution, and the end of the glass tube “J” just 

e above the surface. A stream of air freed from carb 
dioxide by washing with strong potassium hydroxid 
solution is passed through this tube and over the surfa 
: of the liquid during the entire time the apparatus is 
f use. A stream of cold water is allowed to flow throug 
J the water bath until the temperature of the content 
"7 : : G of the beaker has fallet 
> 
n “GA about 40° C. After this 
Jae -#---- -s the water is turned off and 
— > ice is added to the bath. 
od » When the temperature of the liquid 
| | the beaker has fallen to 20° C. the el 
4H ee is pests ~~" current is turned on and the katho le 
Pitp--.....1).----- il slowly brought down to the anode unti 
\ arc forms. The kathode is then fed dow: 
D Ie means of the screw feed as fast as it disinte 
| grates, and with a little practice the arc may he } 
H | maintained for several minutes without break 
ing. The anode does not disintegrate appreci 
ably. If the temperature rises as high as 30° | 
the arcing is discontinued until it falls agai 
When the arcing has been continued for 
the desired total time, the circuit is broken and 
the lead sol is poured into 50 c.c. centrifuge tubes and covered with rubber 
caps. It is then centrifuged for five minutes at a velocity of 2450 R. P. M 
in a centrifuge having a radius to the centre of the tubes of 15 cm. TI 
force developed at the centre of the tubes is thus about 1000 x g1 
Samples are then withdrawn from the middle of the tubes for analysis, 
and melted paraffin is immediately poured over the surface of the sol so f 
as to make a tight seal. It is important that no air bubbles be present } 
under the seal. 

The samples are analyzed by the colorimetric sulfide method this being 
checked occasionally against the specific gravity method of Stenstrom and 
Reinhard.* In the colorimetric method a 0.5 ¢.c. to 2.0 c.c. sample of the sol | 
is withdrawn by means of a pipette, the volume to be taken being determined 
by the apparent concentration of the sol. The sample is then diluted with water, 


dissolved by the addition of a drop of concentrated acetic acid, and made uy 
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hi il : — 
meter cup and made slightly alkaline with ammon iwo drop 


cent. sodium sult ire then added and the depth of c 


compared colorimetti ‘ ly with that formed in the same way tI! 


lead acetate soluti ontaining .0O5 per cent. lead (his method 
to + 1.5 per cent er tavorable conditions, but as large errors 
occur, all sols intended for clinical use were analyzed in quadrupl 
Properti L_Ca sols have been made by the method desi 
numbet of ditterent currents and electrolytes Currents Of 1.4 amp., 
25 allips., and F Lips, have been used 1 hie ele tTroivtes§ sti 


o00025M HCl, « SM HYSO 00022M acetic acid, .o0025M Nal 


000125 \M NaHCO 00125 M Na.CO : o00l! M KOH 00022 M KK ( 


00044 Ki YH hese solutions were all made up in water redist 
permanganate solut ms thi ugh i block tin condenset1 an ha ( 
range of 5.2 to 6.0, with an average ot 5.8. Lead sols were als 
arcing in distilled water to which no electrolyte had been added | 
not vet suihcient « to warrant definite conclusions regarding the p1 erti 
Ol lead sols under these different conditions In general, however 
said that the tor tion of colloidal lead suthciently stable to wit 
minutes centritus with a force of 1000 x gravity is favored bv a1 ae 
(.00025M elect te concentration and a high imitial pH valu the 
solution in which the arcing takes plac [he ions present also 
exert a specific influ ( Raising the amperage increases the concet1 
the colloid produc ut also increases the technical difficulties Ss ( 
it 15-25 C. are re concentrated thai se made at 40°—50 ‘( 

\ftet ircing 1 evun ii an electrolvte solutior the concent 
rapidly to a MmMaNXtl ll which 1s reached alter I-—I CMs. Of lead | eel 
disintegrated pet 0 c.c. of sol formed \fter this the conce 
colloid which 1s stable to hve minutes centrituging at 1000 x gravit 
about the same eve ifter prolonged arcing 

lf the colloidal lead prepared under any ot the conditions desc 
exposed to the il! [ mmediately he eins to cle veloy an area ol cle 
natant liquid which increases rapidly lt the surface of the s o 
compared to its volume the entire sol may settle out in a few hours 
If, however, the id is covered with a tight laver of paraft 
is It is made, th ir area does evelop, a the sol may be 
from four to ten weeks with little change in concentration Colloids s 
sealed have withst six days’ transportation by mail without differing 
ciably trom controls kept in the laboratory lt 1s important that air be 


excluded entirely, however, as I to 3 minutes vigorous shaking with air was 


suthcient to precipitate every sol so shaken Shaking with carbor cide 


results in more rapid and complete precipitation than shaking wit 11 


As a result of the above observations the following technic was adopted 


tor the preparation of colloidal lead intended tor clinical use \ XS 


solution of potas um hydroxide which had been tandardized by titratio1 
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; 
against a standard acid was diluted with distilled water to .ooo022M ; 
required. The sols were made with aseptic precautions in this KOH soluti | 
with a current of 1.4 amps., the potential drop between the electrodes averas 
ing 40 volts during arcing. ‘The arcing was continued until 11% gms. of lead 
had been disintegrated from the kathode per 100 c.c. of sol formed 
temperature being kept between 15° and 25°C. by means of the ice bat! 
When the required weight of lead had been disintegrated, the sol was ce1 
trifuged, sampled tor analysis, and sealed immediately with paraffin. So 
so prepared had an average concentration after being centrifuged for | 
minutes with a force of 1000 x gravity of .130 per cent. lead, with an 
average deviation of +11 per cent. of this value. They would keep for four 
weeks without coagulation or very great decrease in concentration, and wit! 
stood six days’ transportation by mail. As the rate of decrease of concentra 
tion of sols which were standing quietly varied somewhat about an average 
value of 7 per cent. per week, sols which were kept as much as a week before 
use were reanalyzed. Care was taken not to include the sediment from 
centrifuging in portions of the sols which were intended for analysis o1 
clinical use. There was little danger of this, however, as the sediment 
formed a very firm film on the bottoms of the centrifuge tubes. Sols rang 
ing in age from two hours to nine days have been used for intravenous 
injection. 

The sols could not be sterilized by boiling, as they precipitated whe | 
boiled. Hence those intended for clinical use were prepared with asepti 
precautions. A series of six cultures from sols so prepared all proved to be 
negative. The colloidal lead itself appeared to possess some bacteriocidal } 
properties, since of six cultures made from sols prepared with no aseptic 
precautions, only one was positive. 7 

These lead sols differ from those described by Blair Bell in being | 
concentrated, and in containing no gelatine or other protecting agent. 

Summary.—An apparatus is described which is suitable for the prepa 
ration of colloidal lead by the Bredig method. 

Colloidal lead has been prepared under a number of different conditi 
Directions are given for the preparation of colloidal lead which is suitabl 
clinical use, and which is stable for several weeks. 
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The Vice-president, Dr. FRANK S. Maruews, in the Chait 

ACUT]I PPURATIV] APPENDICITIS COMPLICATI 
Dr. Wartter A, SHERWOOD presented a boy, nine years of ag 
trate some Ol the Various serious mtective complications that nN 


the course ot convalescence from suppurative appendicitis 


He Was adn tted tO the Brooklvn Hospital, \ugust QM, IQ \ 
history and typ physical signs of acute appendiceal infection 
duratio1 here was a mass in the right iliac fossa. which indicated é 
formation. He was promptly taken to the operating room and tl 
removed through a right rectus incision lhe organ was gangrenou er 
was some tree pus in right iliac fossa, and the organ was buri 
of dense omental adhesions. The appendix was ligated and ren 
difficulty \ soft rubber tube was introduced into the pelvis 
made a good recovery trom the operation 


there was nothing unusual about his convalescence until ten 
when he complained of cramp-like pain in the lower left side of t 


Temperature and pulse rate became elevated: there was an increased leu 


tosis and abdominal and rectal examination indicated abscess formation low 
down on the lett We of the pelvis. 

On August 21, 1926, through a left rectus incision, the coils of intestine 
were found matted togethet here was evidence of a localized peritonitis 
and in the dept! | the pelvis a large abscess Cavitv was entered \ sott 
rubber drainage tube was placed in the pelvis ind the remainde f the 


wound closed. 


Che patient convalesced normally for the following two weeks. w 


~ 


developed pain and tenderness in the upper right quadrant of the 


Temperature and pulse rate again became elevated, and there w 


evidence of absce formation in the sub hepatic Space. | the > 
September, an incision was made just below the free border of 

The peritoneal cavity was opened and a large abscess was found in the sul 
hepatic space, from which about eight ounces of foul-smelling pus wert 
evacuated It might be mentioned here, that previous bacterial ex 

at the time of the original operation, revealed a long chain strept us 
\ soft rubber drainage tube was inserted in the abscess cavity, and w 


closed in the usual manner. 

From this time on, his convalescence was uninterrupted. All wounds 
healed kindly, and he was discharged from the hospital on October 14, 192¢ 
two months after his admission. 

Four days later he was again admitted to the hospital with all of th 
symptoms ot acute high intestinal obstruction. His symptoms were cram} 


like Pall eeneral 


over the abdomen, continuous vomiting, and obsti 
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nate constipation. When admitted, his abdomen was somewhat distended . 
There was marked tenderness in the left upper quadrant and visible peri 
stalsis. No masses were found and there was but slight muscular rigidit 
A definite diagnosis of obstruction was made. He was again taken to the 
operating room and through a left upper rectus incision, a distended 
presented itself in the wound. Further examination revealed a collapsed 
ileum, and on following this, a definite firm band of peritoneal adhesio 
was found binding the ileum down in the pelvis. Above this band, the ileu 
was enormously distended. The band was divided, after which the dister 
coil collapsed, and the collapsed coil dilated. No other pathology was fou 
except the evidence of previous peritonitis, and the wound was closed in 
usual manner without drainage. 

Since this time, the patient's recovery has been without interruption 
he is now in perfect health. 

Dr. Sewarp ErpMAN said that all surgeons have seen many interest 
variations in the complications of appendicitis and he thought that it might 
be of value at this time to refer again to a method of draining the residu 
pelvic abscess which he knew was not looked upon with entire app 
by surgeons in general. In Doctor Erdman’s own experience drainage 
through the rectum has been done in twelve to fifteen cases with entire! 
satisfactory results, especially in males, in which cul-de-sac drainage is 
impossible. It is very simple, does not produce shock, does not requir 
opening the peritoneal cavity, does not increase the possibility of later adhe 
sions, and often tides over the danger period for the patient who is rapid! 
going down hill. There is no abdominal wound to heal, and the pati 
may be allowed out of bed promptly. There can be no question but that 


this is a really valuable procedure in appropriate cases. 


PERFORATING ULCER OF THE STOMACH INVOLVING PANCRI 


Dr. WALTER A. SHERWOOD presented a colored man, fifty-six year 
age, who entered the Brooklyn Hospital, September 10, 1926. His 
complaints were abdominal pain, indigestion, intermittent vomiting and 
stipation. He gave a history of “ stomach trouble” extending over a peri 
of many years. He belched large quantities of gas and had occasional ; 
of vomiting. Two years previous to admission, he had a severe tack 
pain in the right lower abdominal quadrant, which was relieved by icé 
supposed to have been an attack of appendicitis. 

His present illness began ten days previous to entering the hospital 


which time he had a cramp-like pain in the right lower quadrant. HH ) 

vomited, and continued to vomit every day thereafter. He had lost cor | 

siderable weight, but attributed this to lack of nourishment. ©On th 

of admission he had a gastric athena? oll of bright blood, mixed apparenth 

with old clotted blood. The hemorrhage was moderately severe aad result 

in an elevated pulse rate and a considerable degree of anzemia. 
The patient was kept under observation for a period of three weeks, 

during which time a study of his condition revealed the following: Age, ) 

general appearance and loss of weight, were suggestive of malignancy. An 

X-ray examination of the gastro-intestinal tract revealed a large protrusion 


on the lesser curvature of the stomach, which was characteristic of a per- 
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forating ulce1 | was a constant finding, a1 e extent 
irea further suggested malignancy Both stomach and bowel 
tained blood. He low gastric acidity, both hydrochlor ind 
His hemoglobin ranged between 45 per cent. and 68 per cet 
visional diagnosis was pertorating gastric ulcer of the less« 
malignant degeneratio1 
October 4, atter a preliminary blood transtusion, the 

opened throug! ¢ right ectus incision l ri poste Ol 
lesser curvature of the stomach, there was a large chronic, indui 
with a definite crate which easily admitted the tip of the first fir 
was found to ha ertorated the posterior wall of the ston 
substance Ol the Ol the pancreas, where there Was a lat r¢ 
area of approximate the size of a hen’s egg. It was difficult 


whether the condit presented was malignant or benign \ pie 





and an enlarged | h-gland were removed from the gastrohepat 
for immediate t1 ectiol ind the pathologis eported 

no evidence ot n ancy he appendix was adherent in the 
showed definite « ence of previous attacks of infectior1 1] 

1 perimembranou t whic e plac culated the 


a 
> 
j 


characte 
The following procedure was carried out Ist) Gast 
linear opening on the anterior wa t the stoma (,ood e 
ulcer was obtains d its base, edges and botto1 f the er 
oughly destroyed with the actual cautery lhe wound in the 
closed with two tinuous rows of chromic catgut sutures 21 
terior no-loop gastrojejunostomy was done with Roosevelt cl 


usual three lavers ot ntinuous chromic gut sutures 3rd) Appe 


ith) Release ot ulation of cecum by dividing the bat 
membrane, which extensively, vvered it and appeared to interte1 

- ] ntont 111 r 1} ae ] +] “4 
normal contout unction (he wound was closed in the usu 


without drainag 


| , ‘ , f , ' ' 

lhe Ppalicnt 1 i l CTY SalIstactol recovery wma has een 
‘eo ilar nterval ' tin r tim I , ntits Feoaa f7 
regula teTVals ne ie €¢ 38 €i re Iree | 

: ' , ’ at 

has Pain rorty-thre pounds 11 weight, ind Teeis pertectly we 
respect 

This patient 1 nted 1 llustrate the { wing points 

ip if Cia Lit Wee Ce al CS ) l ( CCaAl nie 


2. The valu mmediate trozen section as an aid in esta 
difterentia diagno l etween 1 thonant ind benien lesions « tl 
3. The value of called Baltour cautery operation, plus gastt1 


tomy in certain type t gastric ulcer, in which the location and « 
ulcer do not lend themselves well to more radical operation his 


Operatiol has pi ed very satistactot1 Ina number OT instances i 


RES OF OPERATION FOR RHINOPHYMA 


Dr. Warttrer A. SHERWOOD showed lantern slides taker 
seventy-two vears I age, who tor eight vears had had as ead 


enlargement of the nose, which had recently increased to suc 


as to be a matter of great embarrassment to him. (Over the lowet 
nose there was a large purplish-red lobulated growth of hypertroy 


ceous glands, which hung down over the end of the nose a 
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obstructed the nares. Its appearance was typical of an extreme stage 
acne rosacea, or what is commonly known as rhinophyma, 

January 22 of this year, under local infiltration anesthesia with novocai 
he was subjected to a plastic operation with removal of the hypertrophic 
tissue from the bridge of the nose down to the end, including a thin strip 
of cartilage of the ale nasi. Hemorrhage was profuse, but this was con 
trolled by pressure and heat, after which the entire area was covered with 
Thiersch skin grafts taken from the anterior surface of the left upper arm 
The grafts were protected by a layer of silver foil and no other dressing 
was applied. At the end of ten days, the dried secretion was removed 
and all grafts were found to have taken. The appearance of the nose 
rapidly improved. 

The patient is presented to show the result, which may be expected in 
advanced cases of this condition. The pathologist reported the removed 
tissue to be chronic inflammatory in character, with adenoma and cysti 
degeneration of the sebaceous glands. ‘This is the third patient in whon 
similar procedure has been followed by him with very gratifying cosmet 
results in all. 


DISARTICULATION AT THE HIP-JOINT FOR SARCOMA OF LOW! 
END OF FEMUR 

Dr. WALTER A. SHERWOOD presented a woman, forty years of age, whi 

entered the Brooklyn Hospital, February 22 of this year, complaining 


pain and swelling in the left knee of five months’ duration. While getting 
into bed several months previously, she noticed a small lump on the back otf 
the left knee. This gradually increased in size, with increasing flexion 


deformity. Walking had been difficult for the last two months. Swelling 
became painful about three weeks before admission, the pain radiating down 
ward to ankle and foot. She remained in bed for a week and swelling 
subsided somewhat. She had lost ten pounds in weight before operation 

Physical examination was negative, with the exception of the local co: 
dition. At the left knee, filling the popliteal space and extending more to the 
lateral surface than to the medial there is a firm, fixed and moderately 
tender swelling. This mass extends longitudinally for 13 cm. and the ci! 
cumference of the knee-joint at the point of maximum size was 39 cm 
as compared with 29 cm, on the other side. In the inguinal region on th 
left side, there was a large palpable lymph-node about 1.5 x 2 cm. in siz 
movable and non-tender. 

X-ray siudy made on February 1, 1927, showed a good-sized, well 
defined rarefied area in the lower end of the left femur, just above tl 
condyle. It was centrally situated, destroying the cortex, not expandii 
the bone, but there was slight periosteal reaction and thickening. The 
process had extended into the soft parts posteriorly and to the outer side and 
in soft parts, bony substance was seen. X-ray diagnosis—sarcoma of the 
left femur—osteolytic and osteogenetic. Radiographic examination of lungs 
and pleura for metastases, negative. 

Patient had 85 per cent. of hemoglobin and 5,620,000 erythrocyt 
Coagulation time, 44% minutes. 

Clinically, this patient seemed to be an undoubted case of osteogeneti 
sarcoma, and while the eventual outlook for life was not good, the general 
opinion was expressed that in the absence of any evidence of metastases, she 
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was entitled to the benefit of radical measures, rather than to all 
on with nothing more than palliative treatment 


It was decided to do a high amputation and disarticulation 


jot February 24, under gas and ether anesthesia, the commo 
artery was ligated as it emerged from beneath Poupart’s ligat 


| 


effectively controlled bleeding during operation, and was much 


factory than the use of Wyeth’s pins or other constricting measurt 
trol hemorrhage With a racket-shaped incision, the joint was disart 
and the limb removed. Muscle planes were sutured with chromic gut. ‘ 


ette drain was introduced at either angle of the wound. 


Present Condition—Wound has entirely healed and general 
is gradually improving Patient gets around fairly well on crutch 

Patholog This specimen has been «studied, both in the gro d 
microscopically, | four pathologists There seems to be a differet 
opinion as to the exact histological nature of the tumor. The pathologist 
at the Brooklyn Hospital believes it to be a benign giant-cell ost 
of the epulis typ Dr. James Ewing, who has also been interested in a 
study of this specimen, expressed the opinion that the growth was n { 
telangiectatic osteogenetic sarcoma He believes that the prognosis is bad 
and states there was a difference of opinion in his own laboratory t 
true nature ot this tumor. 

It might also be stated that the lymph-glands removed did not show 


evidence of metastases, 


Dr. ConsTANTINE J. MacGutre thought that the lack of trabe: 


the cavity spoke against the diagnosis of beni; 


en giant-cell sarcoma rie met 
tioned a case of su posed benign giant cell sarcoma 1n Bellevue on W 
amputation was done and the man died two years later with metastases 
both lungs. One lung showed the microscopic picture of many gi! 


the only case the speaker had ever seen where lung metastasis 


giant cells. 


ANEURISM OF FEMORAL ARTERY ENDOANEURISMORRH 


Dr. JoHN E. JENNINGs presented a man, fifty-three years of ag 


oht weeks, me since 


~ 


infection thirty years ago when he was treated for ei 


Eight months ago patient had an attack of pain in the right leg which was 


relieved by heat Three months ago he noticed a small swelling in the 
inner and posterior portion of the right thigh about five inches above the knee 
which occasionally became painful. One month ago the swelling was tl 


size of a silver dollar, since then it has been growing rapidly and now ts 
size of a small grape-fruit. Is occasionally paintul. 
Pulsating mass in the lower fourth of the right thigh presenting on the 


inner and posterior aspects, bruit and thrill. 

Incision along the inner border of the sartorius over tumor eight tmches 
long. ‘The femoral artery was isolated above the aneurism, a Crile clam] 
set and the aneurism opened. Sharp hemorrhage from the lower openin 
plugged with finger lwo other openings of arteries about two inches apart 
were found on the posterior wall of a fusiform aneurism involving the lower 
femoral 


and in part of the popliteal artery. The openings were plugg« 
with absorbent cotton pledgets wet with saline and tied to silk ligatures and 
an 18 F. catheter was placed along the posterior wall from one opening 


to the other and the wall sutured over it, forming a new channel atter the 
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method of Matas. The tube was then removed and the sutures closed. Ove 
this a layer of interrupted sutures. The clamp was then removed f1 
the femoral, one point of oozing found in the suture line and closed 
suture. Pulsation felt in the new-formed vessel and below it. Sartoriu 
laid over sutured vessel. Skin closed with interrupted sutures and a plast 
case applied. Primary union and the pulsation of the posterior tibial persist 


CHRONIC EMPYEMA 


Dr. Joun E. JENNINGS presented a young man of nineteen years seet 
December 11, 1919, with a diagnosis of collapsed left lung; chronic empyen 


nn 





Fic. 1.—Cavity within chest Fic. 2 Freeing lung from confining fa 
membrane 
phthisis dating back from March &, 1918. He had been tapped several tin 
in that period and operated upon on April 9, 1918. Has been draining ever 
| since that time. He was sent into the 
Brooklyn Hospital, December 
I9ig, and operated upon under 
nitrous oxide and ether on December 
15, 1919. Portions of ninth, eight! 
and seventh ribs removed. Two larg: 
drainage tubes inserted. January 5 
1920, he was taken again to the « 
ating room and submitted to the first 
stage of a decortication. Lu 
stripped from its bed to a point | 
vond the aorta allowing lung to 
forward. Section of pleura dow! 
ward in vertical direction from the 
transverse incision, freed the lh 
Considerable expansion of lung 
Patient did well and was 
charged on January 23, IgIig. 
March 29 was admitted to the h 
pital again, having gained twenty pounds in the interim. On March 31, 
1919, he was again operated upon for the second stage. Lung was dis 
covered lying behind a dense layer of false membrane. This was strippe 
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Fic. 3 Restoration of thoracic organs to 
normalcy. 
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off the lung at a point about opposite the interlobular fissure Lows 


lobe first dissected as far back as, and beyond the aorta and br 
forward. Upper lobe was also freed and false membrane was removed 
beyond its adherence to the lung. (Figs. 1, 2, 3.) Flap of chest 
underlying scapula mobilized and allowed 


4 


oug 


VV 


1Q2 


Rubber drainage tube. Did very well and was discharged on May 4, 
with small sinu 
present, very littl 
charge. Good expat 
of lung. 
He did very well 
quite some time 
this. The sinus op 


he had sweats, 
toration of pus and | 


his color. Sent ba 
the Brooklyn Ho 
for investigation 
operation if nec 
Admitted on Ju 
1921, and again o 
upon June 13, 192 
cision behind left 
disclosing sinus 
rounded by new 
bone. Portions ot 
seventh and eight! 





removed with 


Lost about eight po 


and closed. When cl 


when it opened ag 


and tevet1 Reli 


and quite a good den] 


Fic. 7.—Thoracotomy: The binding false membrane exposed tormed one, Trev ; 
large cavity wit 


chest, extending from third rib down to lower limit of cavitv. Small 
chial fistula in lower portion of cavity, further removal of ribs so 


allow drainage of lower portion of cavity. No sutures. Left the hospit 
again on August 4, 1921, with fistula still not closed. To return later, w! 


he did on January 8, 1922. Incision made around old sinus with ret 
of old rib formation making an opening six inches long through chest 


revealing cavity about eight inches long and three quarters inch in dept! 


in ce 
the bottom of which a small bronchial fistula could be seen. Sutur 
about the orifice of fistula. Zine oxide gauze pack. Discharged Januat 
1922, with a rather large wound discharging moderately. He finally 
up and is now well, although still quite slender. 


The other case*is a fireman, forty-one years of age. First 
October 7, 1919. He had a pneumonia in March, 1918, and an emy 
Was operated on in April, 1918. His side was drained with two tulx 


two weeks and then with one tube for five weeks. It closed on the 24t! 
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to drop back, secured by suturt 
of heavy catgut. Portions of the sixth, seventh, eighth, ninth, tenth ri 
removed low down, allowing pouch at the bottom of the cavity to collap 
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borhood of the diaphragm. Behind the lung, on the other hand. there is 
adhesion, it is true, but one between two serous surfaces. parietal and 
visceral pleura, it is easier to free the lung without damage. 

In the second case this was accomplished with success. In the first the 
lung was torn, a fistula developed and final closure was accomplished only 
after a transplant of 
muscle tissue had bee 
used to fill the cavity 
(Fig. 10.) 


THROMBO-ANGIITIS 
OBLITERANS. SYM 
PATHECTOMY 


Dr. Jonn E. | 
NINGS presented a mal 
aged forty-four, wl 
was admitted into the 
Brooklyn Hospital, Fel 
ruary 21, 1923, wit 
throbbing pain in right 
foot with swelling, red 
ness and scaling at 


1 


end of second and thi 
toes, for seven weeks 

Had an operation 
nine years before whet 
a piece of bone was r 
moved from great to¢ 
following severe swelling 
and _ discoloration of 
foot coming on suddenly 
without apparent cause 
In bed nine months at 
this time. 

March 16 he was 
operated upon by an 
incision eight inches long along inner one-third of thigh over sartorius 
Sartorius muscle retracted to the outer side, revealing Hunter’s canal. Canal 
opened, vessels exposed, femoral artery separated, tape-loop retractor 
Sympathetic plexus incised, eye spud inserted underneath. Sympathetic lay 
cut with fine knife, using spud as director. Lid retractor slipped betwee: 
artery and freed sympathetic plexus. Plexus stripped for distance of two 
and seven-eighths inches. One vessel in middle denuded area clamped and 
tied. Small vessels at either end of area clamped and tied. Sartorius 
replaced with plain catgut sutures. Silkworm gut to skin. Second and third 
toes removed, Amputated at middle metatarsal joint. Long plantar flap 
Hemorrhage scanty. Chromic catgut sutures. lodoform pack. 

Second operation—April 18, 1923, under ether anesthesia. Nine-inch 
incision made from a point four inches above the knee on the inner surfac 
upward and outward to a point eight inches below the anterior superior 
iliac spine in the midline. The sartorius was lifted from its bed and retracted 
inward. iiunter’s canal was opened and the femoral artery dissected out for 
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Fic. 10.—Transplant of muscle to fillYpersistent intrathoracic cavity 
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LUDWIGQ’S ANGINA 


a distance of three inches \ small muscular branch was tie 

of an inch from the main trunk he adventitia was opened. 

skinned away for a distance of three inches Inte rrupted chron 

were used to close the fascia Similar sutures were used to clos 
Laborato / rl (hrombus arteritis obliterans (late sta 


He was discharged from the hospital on May 18, 1923. On O 
1923, he came in for final check up. Pain and soreness ceased ent 


September 1, 1923 foot 1s now quite healed and pertectly comfort 


It has been venerally agreed that the operation Of Leriche pt 
sympathectomy—would be useless in cases of Buerger’s diseas« 
| | | 1 | | sé , 

himself savs in his book just published. | have never treated 


speak without experience 


The speaket had pertormed the Operation as he understood 


cases of actual gangrenous processes involving the toes. In five, the gat 
has been and remains arrested In one it continued to spread 
tation below the knee was pertormed In two. arrest of pain and 
restoration of tunction took pace In one, slow healing and slow but 
improvement with attacks of pain growing less In two. slow heali 


some relief from pain 


Dr. Frepertc W. BANCRO said that in Baltimore recently. D 
Le 1 thi ewe eee lit en ee 
eewis showed three cases of thrombo-anguitis obliterans, in w 
ligated the temoral artery immediately below the origin he 


branch; he excised about three inches of the arter 


Doctor Lewis bases his principle for this procedure 1) WI 
grene ol the leg es occur, 1t 18 lie LO thrombosis Ot the poplite 
and if the blood supply is cut off before this occurs gangrene 
prevented (2) Injected specimens ol] legs amputated for this 


show marked compensatory circulation and will therefore stand ver 


the shutting off of the blood stream of the femoral artery 

His patients were tree trom pain, one year post-operative, and tl 

no evidence of rangerene 
LUDWIG'S ANGI \ 

By lOHN | 1} ,.NINGS PDE sented two cases oO | udwig Ss ang 
first, a case of somewhat slow development of the disease, started 
1917, with a right-sided tonsillitis which formed a peri tonsillat W 
Incised on the third day—no pus and no reliet \gain incised the ne 
as the swelling was increasing—no pus and no relief hen a | 


developed on the right side near the angle of the jaw and he began t 
some difficulty in breathing and swallowing. On the fifth day about one 


of pus appeared in the tonsil incision. There was no relief in sw 
or in breathing hen the submaxillary mass increased in size An 
was made. Still no relief. On the seventh day the swelling extended 
floor of the mouth and across to the left sid ()n admission to the Bro 


Hospital on April 2 the floor of the mouth was cedematous and swolle: 


tongue lifted high. An incision was made under the jaw on the right side and 


two rubber drainage tubes inserted, one to the angle of the jaw and the othe 
below the tongue. He was discharged on the 8th of April from the hospita 
and was all healed on the 23rd of April. 

The other case was a woman of about fifty years of age. Admitted 
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to the Brooklyn Hospital on January 12, 1923. Five days before admissi 
had a severe sore throat with tonsillitis with false membrane which wa 
suspected of being diphtheritic., The culture, however, was negal 
Twenty-four hours before admission the floor of the mouth and the tor 
hecame greatly swollen, the swelling extending from the left side w 
intense pain. On admission the floor of the mouth was greatly sw 
and cedematous, having risen to the level of the lower teeth. The tor 
enormously thickened and filling the oral cavity. Swallowing was quit 
impossible and dyspneea beginning to be pronounced. On January 12 u1 


a chloroform anesthesia an_ inci 
| #: i made in the midline of the 
s hetween the tip of the chin 
hyoid bone. A finger in the in 
recognized the hvoid and _ for 
were thrust through the mylo 
into the floor of the mouth w 
the tongue. (Figs. 11 and | 
rubber drainage tube was insert 
\ secondary incision below 
angle of the jaw and countet 


municating drainage between the tv 
incisions was added. ‘The patient 


not do well. She was delirious 


cyanotic. It was evident that a trae 





Wy 
y otomy must be done and_ that 
Zi tongue was not sufficiently di 
FZ “yj 
YF! : January 14, 1923, this was a 
Z j¥ plished none too soon. She c 


breathing on the operating table 
a hasty, high tracheotomy was 
I:xploration of the previous incision showed that it extended well int 
floor of the mouth, but not into the hody of the tongue. The finger 

had been too short. A No. 32 F. male sound was thrust into the t 
along the drainage tract with the evacuation of pus and blood la 
drain replaced. Her condition was critical for a few days, nasal fe 

necessary for several days, after which her convalescence was rapt 


11K 


tracheotomy tube was removed ten days after its insertion. She began 


ing in about a week. The tongue remained much swollen fcr six weel 
Ludwig’s angina is recognized as a condition with a rather high 1 
tality. It is a gangrenous myositis of the intrinsic muscles of the tor 


and of the floor of the mouth associated with profound toxemia and 
great danger of an cedema of the glottis. It is usually treated by late 
submaxillary incision and its accredited mortality is 40 per cent 
reporter had treated since 1913 ten cases with one death, a fortunat 

for which the procedure to be described is in part responsible. 

A median incision is made under chloroform anesthesia, from the upy 
edge of the thyroid cartilage upward one inch. This is carried down t 
hyoid bone. The point of the scalpel is thrust through the fascia and _ the 
mylo-hyoid muscle above the hyoid and a pointed clamp or scissors entered 
in its place. This is opened and a finger thrust deeply into the body of 
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bladder shadow was visible, becoming progressively smaller, with possibly 
deepening shadow. At operation, the gall-bladder was found everywhere 
adherent, the fine adhesions probably resulting from a previous operation 
The gall-bladder was both large and thin and had the usual normal blue colo: 
The mucosa appeared normal. The pathologist reported atrophic gall 
bladder. The epithelium was everywhere well preserved. The interest in 
the case lies in the prompt filling, the unusual size of gall-bladder, the inabil 
ity to empty in two and a halt days, the association of this condition with 
fairly definite clinical attacks. It is also of interest that a gall-bladder demon 
strated to be one with an unusual degree of stasis apparently over several 

ns 


years, yet showed no tendency to formation of stones nor inflammatory sign 


in its musculature or mucosa. 


SIDE-TRACKING OPERATIONS FOR COMMON AND HEPATI( 
DUCT OBSTRUCTION 

Dr. ALLEN O, WHIPPLE read a paper with the above title, for which 
see page 540. 

Dr. WILLIAM CrAwrorD WuiTE said that he happened to be in Boston 
March 3, 1927, when Dr. Hugh Williams showed the case Doctor Whippk 
had referred to as a nine-year post-operative cure. The patient was a small 
boy four years of age in 1913, at the time he had had the fistula; so it was 
fourteen years since operation, last March. He had gone to the Massachu 
setts General Hospital this time with acute appendicitis, and they had felt sure 
his symptoms must relate to his former condition. It proved to be entirely) 
separate and distinct. 

Dr. HuGH AUCHINCLOss added one case to those Doctor Whipple had 
presented. The patient was a woman, who had had the ordinary gall-ston 
symptoms and had a large gall-bladder containing a number of stones. The 
gall-bladder was removed. ‘Two days later the laboratory reported a small 
area of carcinoma in the wall of the thickened chronically inflamed gall 
bladder. One gland in the region of the free margin of the lesser omentum 
had been noted. The patient went for about a year before returning wit! 
increasing jaundice. She was again operated on and the free margin of the 
lesser omentum found to be here much thickened and hard, so that structures 
in it were unrecognizable, and though it was impossible to determine whethe1 
this was inflammatory or carcinomatous, the presumption was strong that it 
was carcinoma. No specimen could be removed with safety from this mass 
Doctor Auchincloss was inclined to abandon the idea of doing anything, but 
by dissecting toward the portal fissure a small triangular portion of the 
hepatic duct was found distended and available for anastomosis. The 
stomach lay near, so that it was possible to unite the stomach to this triangu 
lar area. This was done by uniting the stomach to the hepatic duct posteriorly 
by a continuous suture. Then three or four Halsted mattress interrupted 
sutures were placed but not drawn taut, to unite the two structures anteriorly 
By holding these up as in a Finney pyloroplasty, it was possible to make a 
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hole in the stomach and then in the small triangular area in the hey 

and complete the anastomosis by simply tightening and tying the mattress 
sutures. Another patient had a simple cholecy stectomy done that same day 
It was thought the simple case would do well and the other patie: 


ably would die. T1 \ 


le contrary proved to be the case, for the simpl 
a stormy tew days while the patient with anastomosis had an eas) 


cence and had soon lost all evidences of jaundice. After several months 


remission, however, her jaundice returned and she died at home Chis case 
shows that in spite of progressive jaundice and malignant metastasis with onl 
a small amount ot dilated hepatic available duct it is sometimes 
give temporary reli 

Dr. JAMES N. Worcester said that the question of the etiol of 


pancreaulls is obscure and the only thing one could ascribe it to 1s 


of the biliary tract He had seen considerable benefit follow gall le 
drainage with su lence of the chronic pancreatitis and spontaneous closure 
of gall bladder fistula [It seemed to him this simple procedure was a possi 
bility which should be considered 

Dr. Forpyce B. St. JOHN said that inasmuch as prophylaxis 
considered in handling these cases, it seemed to him that in spite 
that there were ¢ | results in the case he was interested In, itn } 
been prevented by being satished with simple drainage, rather than chol 
cvystecton during which the hemorrhage took plac 

Dr. Enwin B stated it was difficult to decide whether the increasit 


number of cases T omplicated post-operative pat hol vy Ol the biliat tracts 


was due to the tact that more surgeons were doing gall-bladder vw 


whether perhap me of these unfavorable results had developed a result 
ot the recommendation to remove the gall-bladder by starting at the cysti 
duct end his latter technic surely is somewhat risky not only in acute 
infections but even in interval cases Using this technic, throwin the 
ligature around what seemed to be the evstic duct and then dissecting from the 
fundus down to the ligature which had been left untied, on several occasion 
he had tound that the ligature surrounded the right hepatic o1 mm 

hepatic ducts rather than the cystic duct, demonstrating very cleat the 
danger in some otf these cases of this procedure He also felt that e us 


ot the bridge and introduction of drams towards the gastro hepatic ligament 
while the patient was still on the bridge, might contribute by fixation and 


1 1 


scar tissue development to some of the angulations in the deep ducts which 


make tor permanent obstruction—partial or complete \ drain placed in 
this way could readily, as soon as the bridge was dropped, press against tl 
deep ducts and pull them forward as soon as the bridge was lowere | lj 


the drain were gauze, the danger o 


such traction would be much greater thar 
when using a rubber tube or rubber-dam. 
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BRIEF COMMUNICATIONS 
A MODIFIED SUPRA-PUBIC PROSTATECTOMY* 


EUGENE FULLER’s supra-pubic prostatectomy has received very 
modification since its origin, with the exception of the control of p 
operative bleeding by suture and by the Pilcher bag. From the standpoint 
technical refinement, the usual supra-pubic operation cannot be compar: 
with the anatomic pet 


yn 


/ OF BLADDER 


eotitiniety aanmnarien ia neal prostatectomy) 


VERTICAL INCISION OF ABDOMINAL Young. The removal 
WALL RE!IRACTEC LATERALLY the prostate, supra pul 
cally, is generally 
’ simple, by the average 
Vf technic, that it can har 
be called a major sur 
/ | cal procedure; the dan 


ger from the operatiot 





depending mostly upon 
? 


the general condition o 


the patient. Perhaps th 






DIVISION OF MUCOSA MOST undesirable result 1 
WITH CAUTERY y . 
the loss ot the membra 
4 nous urethra, leaving th 
URETHRA ; 
bladder mucosa and th 
upper end of the remain 
ing urethra separate 
for several inches. Afte1 
natural processes have 
. \ ~~. ~ 1 

SLA S AG : made a channel conn 
ing the urethra and 
bladder, the passage 


\HYPERTROPHIED wav 1s frequently tor 
PROSTATE ’ 
tuous and obstructed 
producing no little diff 
Fic. 1.—The prostate should be shown pulled upward by cork- ¢ 
crews. Note the transverse incision in the bladder which allows culty lor the patie nt 


a na cae emptying his bladde1 
The operation I am presenting may have some advantages over the older and 

well-tried Fuller procedure. It cannot be performed on patients whose general 

condition will permit only a hasty enucleation and in those patients whose 

prostates are fixed in situ by adhesions. When this operation can be pet 
*From the Department of Surgery, University of Nebraska. 


626 





4 MODIFIED SUPRA-PUBIC PRO PECTOM 








ee ui iad 
mW 
z 


r te NATIT, 
)\ SS. 
\ 








BRIEF COMMUNICATIONS 


formed, it results in: (1) Control of bleeding; (2) a direct union of the 


lower prostatic urethra with the bladder mucosa, resulting in a more patent 
urethra; and (3) a smoother post-operative recovery. The disadvantag: 
this operation are its difficulty of performance and the length of 
required. When the technic of this operation can be carried out, the p 
operative loss of blood is so slight that it can well be compared with Edw 
Davis’ technic which he has so successfully devised to prevent bleeding durin 


his performance of Young’s Anatomic Perineal Prostatectomy. 


Technic.—As stated previously, the medium size hypertrophied prostat 
not firmly fixed by adhesions to su 
rounding structures and with a 
branous urethra which allows 
considerable stretching, are the 
tomical conditions desirable for 
performance of this operation. \W1| 
satisfactory and a speedy operati 

a few minutes’ duration is essent 
this operation, at present, 


recommended, 





SPLIT URETHRA SUTURED TO A vertical incision through 
: 
MUCOSAL FLAPS OF BLADDER abdominal wall and a transvers 


Fic. 4.—The bladder mucosa sutured to t 
urethra. There is a greater amount of blad 
mucosa as compared with the urethral than is show 
in the illustration. Three or four interrupted suture best expr sure. ( Irdinary cork-screw 
ire about all that can be inserted . 


he ; 
ler sion through the bladder gives 


are forced into the prostate 
traction and an electric cautery blade, or preferably a very sharp knif 
is used to cut the bladder mucosa around the midlateral portion of th 
prostate. The bladder mucosa is then cut away from the lower port 
of the prostate with scissors, or brushed away with gauze. Stead) 


tion on the screw handles with upward pressure in the rectum, soon el 


the prostate and puts the urethra on a stretch. An intravesical la 
is desirable, particularly when suturing the bleeding points in the 
tatic bed. After the prostate has been liberated, it should be split 
through the anterior commissure. ‘This is easiest done with a scissors, 


ing one blade within the urethra. The lower third or fourth of the met 
branous urethra is then dissected from the prostatic bed. After this port 


of the prostatic urethra has been dissected from the prostate, it is split 


about one-half inch downward in its anterior portion and attached to catgut 


sutures which keep it in view. The prostate, which is now unattache 

then removed from the bladder and the bleeding in the prostatic bed attend: 

to with sutures. The mucosal flaps in the bladder are attached to the uret 

by interrupted fine chromic gut sutures which is the most tedious part 

the operation. Only about three or four such sutures can be used. A sma 

rubber catheter, no larger than No. 17 F., should be inserted through ¢! 
628 


the patient’s general condition is not 
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BRIEF COMMUNICATIONS 
these structures. The entire anterior wall was hyperemic, cedematous. The py! 
was open; the first portion of the duodenum was pulled upward toward the inflammat 


mass, thus explaining the duodenal deformity. Both lesser and greater omentum wet 


thickened and several lymph-nodes were palpable both here and at the pylorus 
stomach was well mobilized from pylorus to the ascending portion of the lesser « 
of the stomach was resected The pylorus was cl 

The upper half of the gastric stumy 


short retrocoli 


ture and about three-fifths 
three layers and covered with omentum. 


closed and inverted; the lower half was anastomosed with a 


loop. The cut wall of the stomach did not bleed, was glassy in appearance The a 
nal wall was completely closed 

Gross Pathology—The resected part of the stomach showed two small e1 
on the lesser curvature about 4 centimetres from the pylorus. A large area 
mucosa was dark red, almost hemorrhagic. The wall of the stomach was mark¢ 
thickened, cedematous with a translucent appearance. The serosa was covered 
large mass of fibrinous exudate. It gave the macroscopic appearance of a d 
phlegmon. For histological study two sections were taken, one from the site of t 


erosion at the angle of the stomach, the other from the cardiac end of the 


portion. 


Post-operative course was uneventful except for a diffuse bronchitis dur 
first three days. Bowels moved on the third day. Stitches were removed on thi 
day and primary union was obtained. He was put on a modified ulcer diet 
weeks, after which a general diet was permitted with five meals a day 

Three weeks after the operation a fractional test made showed no free 


18 to 209 points, no lactic acid and 


1;] 


in any portion, total acidity varying from 
trace of blood. X-ray on March 8, 1927: The stomach holds 10 ounces rea 
is a definite retaining power of the stomach. 
There is no dilation of the proximal or the distal loop. After three and a ha 
barium in the stomach. After four and a half | 


Peristalsis vigorous and pri 


li 


there is a slight residue of 


suture line of the closed pouch is faintly imbibed with barium. Red 


4,280,000; white blood-cells, 4800; haemoglobin, 75 per cent. 


Six weeks after the operation, patient had gained twenty-five pounds and 
ready to go back to work. He complained ot some constipation. June 3, tour 
after the operation, patient was perfectly well, gained twenty-five pounds Au 


No complaints, no anamia. 
Histological Report—(Dr. R. H. Jaffé.) Section 1. The wall of the 


is very much thickened. It measures from 14 to 16 mm. The thickening is du 


development in the subserous part of a cellular tissue which is composed mainly 
round or oval cells with an ample foamy cytoplasm. The nuclei are round 
chromatin and often show an indentation of the membrane. Some of the cell 


small chromatin granules in the cytoplasm. Between these cells there art 


varying number of cells, lymphoid cells, eosinophile and neutrophil 
clumps. Here their nu 


leucoc vite 


latter cells arrange themselves in some places to dense 
often broken up and their outlines become indistinct. A few large giant cells wit! 
8 to 15 nuclei are found scattered between the other cells. 
Thin-walled, capillary blood-vessels run through the cellular masses Attacl 
their wall are seen round or oval cells with deeply stained nuclei and an hom 
In some of these cells single vacuoles are present 


} 


slightly basophilic cytoplasm. 
foamy cells develop. This is demonstrated b 


is from these cells that the large 
ous transitional stages. 

In the middle of the cellular zone an oval area 
degenerated leucocytes, structureless cell debris and shreds of fibrin. 


is observed. It is mad 
The foamy cell 


with the other elements arrange themselves concentrically about this area 
stomach the tissue becomes denser and 
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The history of the patient indicates that at the time of operation the 
acute symptoms were subsiding. Three weeks before admission, the patient 
temperature was 101° Fahrenheit. On the day of admission, the white 
count was 16,000. On the day before operation, the white count droppe 
to 7000. Corresponding to this clinical picture, the microscopic sections 
no acute suppuration, no abscesses as seen in the acute gastric phlegmor 
only small foci of degenerated leucocytes and an intensive phagocytosis 
granulation tissue dominates the field, the phlegmon is in a healing stage 

The motor insufficiency of the stomach was well marked by the twent 
four-hour residue of the barium meal. That the cedematous submucosa wit! 
its macrophages would have given place to a diffuse fibrosis is highly) 
able. We would then have a picture of a diffuse fibrosis of the stomac! 
leather-bottle stomach, the inflammatory variety of which has only recent! 
heen emphasized by Wyard. Some of the so-called syphilitic and « 
matous infiltrations may only be chronic inflammatory processes. (i 
38 cases of linitis plastica published from the Mayo Clinic only So pet 
were carcinomatous. (Lyons.) This condition then might be interp 
as intermediary stage, a missing link between an acute gastric phleg 


which has been described by several authors and an inflammatot 


bottle stomach, the etiology of which is yet undetermined. In the past hi 
of such patients an acute stage seems possible but is not mentioned 

The gastric retention together with the diffuse involvement of the st 
indicated partial gastrectomy. A gastrojejunostomy might have flar 
the phlegmonous process and would have left the infiltrated gastric w 
continue its process of involution and perhaps involve the new opening 

In Eiselsberg’s case a gastric phlegmon developed after gastro} 
tomy made in the presence of a broken-down gastric carcinoma. 

The partial gastrectomy, as very often seen, resulted in an ana 
which, however, as shown by the undisturbed digestion of an unrestri 
diet has no functional significance. After four months, no intestinal 
turbance and no anemia is present. The partial closure of the gastric st 
whereby only the lower half has been anastomosed with the jejunum, 
have had an influence on the retaining power of the gastric stump wl 
present in the X-ray films as early as three weeks after the operation. Al! 
the increase of the gastric capacity in such operations is well empha 
by this case. 

Summary.—(1) A case of subacute diffuse gastric phlegmon is des 
for which partial gastrectomy was done with complete recovery. 

(2) This condition is interpreted on the basis of clinical and histologi 
findings as an intermediary stage, a missing link, between a gastric phile; 
mon and a diffuse fibrosis of the stomach sometimes called leather-bott! 
stomach of the inflammatory type. 

(3) Partial gastrectomy in this case was followed by good fun 


results. 
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there was complete twisting of the small intestine over the colon. The jejunum 
kinked, causing almost complete obstruction. The pyloric opening was dilated wide! 
the duodenum distended to 2 cm. in diameter down to the third portion where it wa 


The whole intestinal mass was removed from the abdominal cavit) and turnec 


counter clockwise direction, the colon being allowed to come in front of the first part 


the jejunum. With relief of obstruction gas passed readily through the jejunun 
stomach was emptied of gas by pressure, through the cesophagus. The intesti: 
stomach were then replaced in the abdomen. The infant went into shock. so th 


] 


the gastrocolic omentu 


not sutured and the al 
Was closed rapidl 
Four days afte: 


yperation the weight 


2 AE Rok BAT 


to 7 pounds 7 ounc 
° : began to. increase 
yuT The baby left the 
pw March 5, the elevet 
alter operation \t 
anne the weight had iners 
8 pounds 3.5 ounc: 
vomiting and hem 
oe had ceased entirely, an 
a had essentially recove 


The volvulus 


ASS : ne 
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a . flexure of the col 
mass of intestine 
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complete turn, or 360 
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< view of the lite 
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in the wrong (clockwi lirectior After Dott 


without symptoms 
those with mild symptoms that do not come to operation or necropsy, v 
not be recognized. 

Dott,’ in 1923, published a comprehensive description of the embrvol 
mechanism and pathology involved, including all clinical phases of th 
ject. He noted forty-five cases of gross congenital malposition of the mi 


in a review of the literature and added five cases of his own. 


This condition takes its greatest toll in early infancy, usually a result 


high intestinal obstruction. It generally occurs at the duodenocolic ist! 
which is situated at the base of the great loop forming the midgut 
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NOTE ON LUDWIG’S ANGINA 
Few articles on Ludwig’s Angina are to be found in the literature of 


past ten years, and scarcely any two of these are in entire agreement 


to the surgical procedure to be applied. The condition is, therefore, of su! 


| 


cient rarity and interest to warrant a discussion of the following case, whi 


occurred recently in the writer’s private practice. 


Mrs. A. Q., aged twenty-two years, was admitted to the Rochester General H 


pital, complaining of swelling in the submental region, three days’ duration. Ac« 
to the history elicited, three weeks prior to admission to the hospital she had d 
an impetigo sore on her chin, which persisted in spite of sundry forms of treats 


Three days before admission there appeared a progressively increasing submental 
ing, which was considered a lymphadenitis. Shortly after admission the swell 
increased so that movements of the tongue were a little embarrassed. Som 
hours later she had an acute attack of dyspnoea. The floor of the mouth 
markedly swollen and both submaxillary regions were full, especially the left 
perature, 101.2; pulse, 110; respirations, 20; white blood-cells, 10,200 

Under local anesthesia, a vertical incision was made from the chin to th 
bone, separating the muscles down to the floor of the mouth; a few drops of pu 
obtained on the right side. Through this incision, the shelf formed by the m 
muscles could easily be felt on both sides. A small rubber tube was insert: 
each supra-mylohyoid area for purposes of drainage. 

During the next twenty-four hours all of the patient’s symptoms became 
worse—viz., difficulty in breathing and swallowing, swelling in the submaxillar 
and swelling of the tongue and of the floor of the mouth. Under local ancesth 
sions were then carried laterally from the vertical incision to divide both get 
both anterior digastrics, and both mylohyoid muscles. Only a few drops of pu 
obtained. Following this procedure, the patient made a very satisfactory conval 
The edema in the mouth and neck began to subside in about twenty-four h 


was discharged on the fourteenth day. 


The foregoing case presented several unusual features: (1) In its pat 


genesis—practically every case recorded has arisen from an internal sou 


such as a carious tooth following tooth extraction; an ulcerated oral mu 
membrane; a fractured mandible; and occasionally an angina, or a quit 
The source of this case, however, was an infected lesion of impetigo 
tagiosa on the chin. In the usual case—with an internal focus—the 


maxillary lymph-glands, since they drain the oral cavity, are the first 


involved. But in this case—with its external focus—the initial devel 


ment was an acute lymphadenitis in the submental region—with the p1 
finally extending through the mylohyoid diaphragm to involve th 
connective tissue in the floor of the mouth; i.e., to the development of 
Ludwig’s Angina. 

(2) The insufficiency of the first operation demonstrated that it 


misconception to believe that one has simply to open or perforate th 


ay 


phragm formed by the two mylohyoid muscles, and that then the sup. 


mylohyoid space can be drained. In the case here reported, it was 


that the two tubes so inserted did not drain, and that their presence actual! 


increased the tension on the floor of the mouth, so that clinically the patient 


was not improved. 
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2) Lhe um vy ot the second operat wa ine t i 
tion of Ludwig's Angina, based upon a study of the anaton 
and ot the path logical conditions present 

| ] 

1) Mi ( l NLS ! reviewing § the inatomy I 
Stress should b en to the charactet and relation hips ot the 


muscle Chis muscle forms a floor for the cavity of the mouth. a 


covered by dens ia superficially, which acts as a distinct 


It arises trom the vlohyoid ridge of the mandible and extet 
symphysis in tront to the last molar tooth behind he posterior 


mward and sligh downward, and are inserted into the body of t 


bone lhe middle and anterior fibres are inserted into a midl 
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mylol d vesst nerve: by its deep su e—with the ge 
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nerves, the subi I gyangiiol su ingu d, the dee 


no abse () ew drops of pus, if a t all, are seet 

n the submenta n, but more commonl n the subm 

What 1 present tense cedema he patient's sSvmptoms 
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most in tant ither release of pressurt this reas | ' 

1 long t sverse ( § the mylohyoid diaphragm, extend11 

n ea e alt roughout its entire breadtl Kor the ime re 
ilso tavor the e horizontal incision ot the skin parallel wi 


Sevi autl recommend incist he submaxilla 
gland pent its external capsule in all cases. Dr. | 
Freiburg, recent! mmended total extirpation of the submaxill 
gland, on the side primarily involved, as a means of preventing extensio1 


the process posteriorly to the carotid sheet and thence down the fas 


planes to the mediastinum. In the case reported above, no sucl 


surgery was n¢ ry 
e'] iutl ted t } H I , i 4 mn 
Stantiat this ¢ 
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BOOK REVIEW 


PROPICAL 5S y AND SURGICAL PATHOLOGY, by Karuna K. ( 
New York, William Wood and Company, 1927 Octar { 
Freely illustrated 

Sir Havelock Charles, in an appreciative foreword, says that 


1S the first ot note that ha peen brought out on lropical Surgery 
true, and the reviewel know nothing to the contrary, the book ccupies a 
position of unusual importance, especially at this time when by th 


communication that the world enjoys, all parts of the world ar 


means oO 

made akin. The author himself points out the diffusion of tropical diseases 
which has resulted trom the Great War, thus incre ising the 1m] 

the familiarity up the part of western surgeons with diseases wl 


merly had been telt to be peculiarly the province of surgeons practicing in 


the east and in the tropics he book itself is primarily a British pt 
republished in America with a New York imprint 

According to the author, India is an epitome of the world Hers ne 
finds the coldest and hottest climates and all degrees of humidit 
ture rhe student who looks for materials for the study of tropical surgery) 
and pathology fu India the ideal country. (he author states that the 
Kuropean can ea maintain good health in the tropics by prudence a1 
attention t cl t] ne uital le food and heverag S, avoidance ot cl il] vel 
exercise, late rich dinners, and dinner parties here are, howe 
surgical conditions common in the tropics and peculiar to it which are 
infective origin It is the diffusion of these infections which are relate 


to the diseases of tropical origin diffused by the Great War. 


Che author 1 the opinion that operative hazards are generally greatet 
in the tropics than in temperate climates. Chloroform is the standard anzs 


thetic according to the author With proper precautions regarding purit 


e thinks it safe and useful 


preparation of the patient and atter-treatment, | 


particularly in the absence of skilled anesthetists. 
Naturally, the first place and the greatest space in the book is given to 
the consideration of amoebiasis in its various manifestations and particularly 


ca. This section includes 


those due to entamceba coli and entamceba histolyt 


the first ten chapters and is of great interest and positive value Next 11 


order comes the ubject of filariasis to which eight chapters and sixty pages 
+] 


are devoted he various forms of lymphatic obstruction and their resu 


in all parts of the body are treated seriatim lhe well-known forms of 
elephantiasis render this section ot the book particularly striking Chet 
follows a section on tropical granulomata including the Maduro foot, Yaws, 
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the Delhi boil, tropical ulcer and others. The author’s remarks upor 
these conditions are very informing and will command the interest 
increase the knowledge of the reader. 

The style of the author, as a whole, is simple and straightforwa: 
descriptive and commends itself to the reader, The writer is telling what 
has seen, what is his individual experience, so that a personal interest 
sustained from the beginning to the end of the book. We commen 


unreservedly. Lewis S. PILcui 
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